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SHIELDS 
SENSITIVE 
SKIN 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S. A. 


Each 100 cc. of Lotion Surfadii provide: 


local 
antihistamine . . Histadyl®. . . 2Gm. 


topical anesthetic . Surfacaine® . . 0.5 Gm. 
adsorptive and 
protective cover . Titanium Dioxide . 5 Gm. 


The Surfadil coating also acts as a translucent 
“‘shield”’ to deflect the sun’s rays. 


Available in spillproof, unbreakable plastic 
containers of 75 cc. and in pint bottles. 


Histady!® (thenylpyramine, Lilly) 
Surfacaine® (cyclomethycaine, Lilly) 
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‘one child has epilepsy... 
even her companions might not know —if 
her seizures are controlled with medication 


“nowadays our approach should be, as far as possible, to protect 
‘the patient with sufficient medicine and allow him to live as much 
. as possible the life of a normal child.”! Under proper medical care, 


epileptic children may—and should-— participate in the general phys- 
ical activities of their normal playmates.’ 4 
for clinically proved results in control of seizures 


® SODIUM KAPSEALS® outstanding performance 
in grand mal and psychomotor seizures:“‘In 
the last 15 years new anticonvulsant agents 


have*come into clinical use but they have 
not replaced diphenylhydantoin [DILANTIN] as the most effective single agent 


for a variety of reasons.’”’? DILANTIN Sodium (diphenylhydantoin sodium, 


Parke-Davis) is available in several forms including Kapseals of 0.03 Gm. 
and of 0.1 Gm., in bottles of 100 and 1,000. 


other members of THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 


for grand mal and psychomotor seizures: PHELANTIN® Kapseals (Dilantin 

100 mg., phenobarbital 30 mg., desoxyephedrine hydrochloride 2.5 mg.), 

bottles of 100+ for the petit mal triad: MILONTIN® Kapseals, (phensuximide, 
Parke-Davis) 0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg.- per 

4 cc., 16-ounce bottles. CELONTIN® Kapseals (methsuximide, Parke-Davis) 

0.3 Gm., bottles of 100. 

Literature supplying details of dosage and administration available on request. 


Bibliography: (1) Scott, J. S., & Kellaway, Pz: M. Clin. North America 42:415 (March) 1958. 
(2) Ganoug, L. D., in Green, J. R., & Steelman, H. F: Epileptic Seizures, Baltimore, Williams & 
Wilkins Company, 1956, pp. 98-102. (3) Bray, PR Fy Pediatrics 23:151, 1959. 26460 
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EDITORIAL 


E HAVE RECENTLY read in the newspapers about the presumed high cost of 
\ \ certain drugs and the large profits that drug manufacturers are allegedly 


making. This publicity resulted from the recent congressional investigation into 


such costs under a resolution introduced to the Senate by Senator George A. 
Smathers of Florida. 


a It should be noted that, in a relative sense, medical care costs (payments to 
7 physicians) have not risen nearly as much as the costs of hospital care. On one 


cost of living index the average price increase over the 1950 base of 100 was 


135 overall, 145 for medical fees, and 245 for hospital care. 


Is the cost of health care too high? By all economic yardsticks it is not: not 
while people demand more and more services from hospitals and will pay for 
j j them; not while people demand more and better care from their physicians and 


will pay for the improved service. 


We believe the drug companies, the hospitals, and the medical profession 
should work together in exploring every avenue toward reducing the cost of ill- 
ness to its lowest level possible with the newest and best knowledge and applica- 
tion of how to do this. To accomplish this might cost each of these groups con- 
siderable expense, as in personnel for studies, for example. We believe, however, 
that there need be no crawling, no apology, no cringing retreat in any explanations 
on the cost of being sick in a country where the highest standards of medical 


care in the world are available to all regardless of their ability to pay. 
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City Scenes. 
\ Leslie E. Daugherty, M.D. 


Of course, you have planned to go to Ocean 
City this year. 

You wouldn't miss it for all the world, escaping 
from the telephone, meeting old friends and class- 
mates, and eating the best of food. 

The Semiannual Meeting is never surpassed or 
equaled for fun and fellowship. What can equal 
fishing in the ocean, riding the breakers, and strol- 
ling on the board walk? 

We will be there; won't you join us? 
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Your Invitation 
to the 


OCEAN CITY MEETING 


(Semiannual Meeting) 
of the 
MEDICAL AND CHIRURGICAL FACULTY 


FRIDAY, SEPTEMBER 6, 1960—-OCEAN CITY, MARYLAND 


A program of interest and educational value has been planned by the Com- 
mittee on Scientific Work and Arrangements, William E. Grose, M.D., Chairman. 


HEADQUARTERS — COMMANDER HOTEL 
SCIENTIFIC SESSION—12:30 P.M., Friday, September. 16. 


RECENT ADVANCES IN EMERGENCY RESUSCITATION 


A symposium to be conducted by Donald W. Benson, M.D., Professor of 
Anesthesiology, The Johns Hopkins University School of Medicine. 


1. EXTERNAL CARDIAC MASSAGE AND DEFIBRILLATION. 


William B. Kouwenhoven, M.D., Ph.D. Eng., Professor Emeritus of Electrical 
Engineering, and Lecturer in Surgery, The Johns Hopkins University. 


James R. Jude, M.D., Resident Surgeon, The Johns Hopkins Hospital. 


2. MODERN METHODS OF ARTIFICIAL RESPIRATION. 


Paul R. Hackett, M.D., Associate Professor of Anesthesiology, University of 
Maryland School of Medicine. 


Peter Safar, M.D., Chief of Anesthesiology, Baltimore City Hospitals, and 
Associate Professor of Anesthesiology, University of Maryland School of 
Medicine. 


Since every physician may be called upon to minister to patients with life threatening respiratory 
failure or cardiac standstill, this discussion will be of great interest to all. A new method of supplying 
an effective heartbeat by compression of the sternum promises to obviate the drastic necessity for 
thoracotomy and manual massage of the heart. New techniques of providing a clear airway and 
needed pulmonary ventilation seem superior to methods in vogue over many years. 


» BUSINESS SESSIONS 


Council—Thursday, September 15, 2:30 P.M. 


House of Delegates—Thursday, September 15, 8:00 P.M. 
Friday, September 16, 9:30 A.M. 


(continued on next page) 
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OCEAN CITY MEETING PROGRAM (continued) 


LUNCHEON 
Choice of indoor or beach luncheon—Friday, September 16. 


DANCE 
Main Dining Room—Friday, September 16, 9:30 P.M. 


Make plans NOW to attend the Semiannual Meeting in Ocean City with your 


family and friends. Members of the Faculty are invited to attend the meetings of the 
House of Delegates. 


FOR DETAILS SEE YOUR PROGRAM, WHICH WILL BE 
MAILED TO ALL MEMBERS IN AUGUST 


HOTEL RESERVATIONS 


Make your room reservations early by writing DIRECTLY to 
Commander Hotel. For your convenience, detach 
the following reservation slip and mail to: 


COMMANDER HOTEL 
Mrs. John B. Lynch, Ocean City, Maryland. 


Room * Approximate Rate ................ 
| 

| All Requests Subject to Confirmation 

I *Family Rates: $7.25 to $12.00 per person. (Sept. 6 to Sept. 26) Ocean front rooms 
available. 
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John Sargeant 


YOUR 
MEDICAL 


Executive Secretary 


The organizational 
meeting of the 1960- 
61 Council of the 
Medical and Chirur- 
gical Faculty was held on Friday, April 22, 1960, 
iinmediately following the conclusion of the House 
o! Delegates meeting, and took the following ac- 
tion: 


Council, 


April 22, 1960 


1. Elected Charles F. O’Donnell, M.D., 
chairman. 


2. Elected M. McKendree Boyer, M.D., vice 
chairman. 


The House of Dele- 
gates of the Medical 
and Chirurgical Fac- 
ulty of Maryland 
held its 231st meeting on Wednesday, April 20, 
1960, and took the following actions: 


House of Delegates, 
April 20, 1960 


1. Elected Walter N. Kirkman, Esq., 
an honorary member of the Faculty with 
privileges for life of attending any and 
all Faculty meetings and functions as 
he desires. 


2. Elected various members to emeritus mem- 
bership as follows: 

George W. Bishop, M.D., Pasadena P. O., 
Baltimore City; K. W. Brimmer, M.D., Coral 
Gables, Florida; Dawson L. Farber, M.D., Spar- 
rows Point, Baltimore County; Frank Worthing- 
ton, M.D., Frederick, Frederick County; Norvell 
Belt, M.D., Frederick, Frederick County; Hamil- 
ton Slusher, M.D., Frederick, Frederick County; 
Robert B. Bacon, M.D., Fairfax, Virginia; Rob- 
W. Trevaskis, Sr., M.D., Cumberland, Allegany- 
Garrett; William R. Geraghty, M.D., Baltimore, 
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Baltimore City; J. Clagett Robertson, M.D., Balti- 
more, Baltimore City; Howard H. Warner, M.D., 
Baltimore, Baltimore City; Charles A. Waters, 
M.D., Baltimore, Baltimore City; *Louis L. Jac- 
obs, M.D., Baltimore, Baltimore City; Beverley C. 
Compton, M.D., Baltimore, Baltimore City; Frank 
J. Broschart, M.D., Gaithersburg, Montgomery 
County; John H. McLeod, M.D., Bethesda, Mont- 
gomery County; Marjorie Jarvis, M.D., Rock- 
ville, Montgomery County; **Gilbert V. Hartley, 
M.D., Rockville, Montgomery County; ***Wheel- 
er O. Huff, M.D., Bethesda, Montgomery County. 


3. Approved various constitutional 
changes and various bylaws changes to 
the Faculty’s Constitution and Bylaws. 


4. Adopted report of the Building Committee 
granting it permission to proceed with renova- 
tions to the Faculty’s property at Cathedral Street, 
totaling some $306,000, and granting it permis- 
sion to raise any necessary mortgage or negotiate 
any necessary loan to complete this work. This. 
will permit the completion of the first phase of 
Plan 1, approved by the House of Delegates in 
September 1959, which provides for expanded 
library facilities. 


5. Approved a Diabetes Committee 
recommendation that yearly statewide 
diabetes detection programs be estab- 
lished and called attention to the im- 
portance of retesting for early detection 
of diabetes mellitus. 


* retroactive to 1958 
** retroactive to 1956 
*** retroactive to 1958 
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6. Adopted report of the Geriatrics Committee 
that would, among other things, change its name 
to Committee on Aging. 


7. Adopted report of the Maternal and 
Child Welfare Committee which would 
add a pathologist to the committee 
membership. 


8. Adopted report of the Mental Hygiene Com- 
mittee granting permission for its chairman to 
be represented on the Inter-Society Psychiatric 
Council. 


9. Approved a professional liability 
insurance program offered by the St. 
Paul Fire and Marine Insurance Com- 


pany. 


10. Approved various other committee reports 
which were mainly progress reports and were for 
the information of the House of Delegates only. 


The House of Dele- 
gates of the Medical 
and Chirurgical Fac- 
ulty of Maryland held 
its 232 nd meeting on Friday, April 22, 1960, and 
took the following actions: 


House of Delegates, 
April 22, 1960 


1. Elected officers as follows: 
President 
Howard F. Kinnamon, Easton 
Vice-Presidents 
W. Oliver McLane, Jr., Frostburg 
Philip Briscoe, Annapolis 
J. Eliot Levi, Baltimore 
Secretary 
William Carl Ebeling, Baltimore 
Treasurer 
Howard B. Mays, Baltimore 
Councilors 
Robert W. Farr, Chestertown, East- 
ern District (1964) 
Russell S. Fisher, Baltimore, Central 
District (1964) 
J. Roy Guyther, Mechanicsville, South- 
ern District (1963) 


Fayne A. Kayser, Baltimore, Central 
District (1964) 


Edmond J. McDonnell, 
Central District (1964) 
Waldo B. Moyers, Hyattsville, South 
Central District (1964) 

Charles F. O’Donnell, Towson, Central 
District (1964) 

R. Carmichael Tilghman, Baltimore, 
Central District (1964) 

Arthur O. Wooddy, LaPlata, Southern 
District (1962) 

Delegate to American Medical 

Association 
George H. Yeager, Baltimore (Jan. 

1961-Dec. 1963) 

Alternate Delegate to American Medical 

Association 
Leslie E. Daugherty, Cumberland (Jan. 

1961-Dec. 1963) 

Committee on Scientific Work and 

Arrangements 
Richard T. Shackelford, Baltimore 

(1965) 

Library Committee 

Frederick J. Vollmer, Baltimore (1964) 
(To fill the unexpired term of 
George S. Mirick beginning April 
1960) 

Louis Krause, Baltimore (1966) 

Finney Fund Committee 
George G. Finney, Baltimore (1966) 


Baltimore, 


2. Named Robert W. Farr, M.D., Chestertown, 
to fill the vacancy on the Council created by the 
election of Dr. Kinnamon as president-elect. 


3. Delegated to the Council permis- 
sion to select a program of health and 
accident insurance and major medical in- 
for Faculty members. 


4. Tabled the report of the Special Committee 
on Blue Cross/Blue Shield Legislative Study. 


5. Adopted the following resolutions: 
(a) Urging members of the Faculty to 
use the term M.D., rather than that 

of Dr. in all official correspondence. 

(b) Recommending abolition of Deans 
Committees to VA Hospitals, inso- 
far as treatment of non-service con- 
nected disabilities is concerned. 
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(c) Instructing the AMA delegates to 


introduce a resolution into the AMA 
House of Delegates dealing with 
changes in residency review require- 
ments and Joint Commission on 
Hospital Accreditation requirements. 
Referred to legal counsel a resolu- 


counties and states; for preparation 
of suitable legislation which shall be 
presented to the September House of 
Delegates meeting for approval. 


(e) Adopted resolution dealing with 


proper procedures of adoption, which 
is published elsewhere in the Journal. 


tion dealing with legislation for 
protection of physicians against pro- 
fessional liability when rendering 
emergency medical care to cases in 


6. Heard a congratulatory wire from the Medi- 
cal Society of the State of New York addressed 
to the outgoing and incoming Faculty presidents. 


You Can Save Up To $15.00 Per Year 


By enrolling in the Maryland Blue Cross and/or Blue Shield Plans 
through the Faculty’s Group Policy. 


How may I join the Maryland Blue Cross and Blue Shield Plans? 
If you belong to the Medical & Chirurgical Faculty of the State of Maryland, 
you may join Blue Cross-Blue Shield through their group. 


When may I join the Blue Cross-Blue Shield Plans through the group? 
Members of the Faculty who have previously had the opportunity to enroll will 
be allowed to enroll as group members only during the regular annual reopening 
period, which is from July Ist to 20th. 

New members of the Faculty may apply for membership within 60 days after 
they become a member of the Faculty. 


I pay my Blue Cross-Blue Shield directly to the Blue Cross office. When may I 
transfer my membership to the Medical & Chirurgical group? 

You may request transfer of your membership to the group now during the July 
enrollment period. Call Mrs. Herget, Lexington 9-0872, for details. 


I have Blue Cross membership and would like to add Blue Shield. May I join 
Blue Shield through the Faculty group? 

Yes, during the group’s July enrollment period. You may select either Plan A 
or Plan B Blue Shield. 


What is the difference between Plan A and Plan B Blue Shield? 

Plan A, the standard program, provides broad protection against the cost of 
surgical, medical, and obstetrical care. Participating Physicians agree to accept 
the scheduled allowance as payment in full for subscribers whose total annual 
incomes do not exceed $4,000 for a husband and wife, or family, and $3,000 for a 
single person. 

Plan B is designed to meet the demand for higher medical, surgical, and obstetrical 
care benefits and provides paid-in-full protection for subscribers with higher an- 
nual incomes—$4,500 for a single person and $7,000 for married persons. 


What if my income exceeds the above amounts? 

All subscribers receive the scheduled benefits for the services rendered. If your 
income exceeds the stated amounts, your doctor will ask you to pay the difference, 
if any, between the Blue Shield allowance and his usual fee. 


What do you mean by a Participating Physician? 

A Participating Physician agrees to accept the scheduled Blue Shield benefits as 
payment in full for services provided under the membership certificate, if the 
subscriber qualifies for service benefits. 


My child will be 19 years old next month. Will he lose his Blue Cross and Blue 
Shield memberships? 

No. A child enrolled on a Family membership can continue membership after 
age 19 if he applies to the Plan for an Individual membership within 30 days of 
his 19th birthday. 


My child is under 19 years of age and recently married. Is he still covered under 
my membership? 

A dependent under 19 who marries ceases to be covered by the parents’ member- 
ship on the first of the month following marriage. Coverage can be continued on 
a Family membership, however, if application is made.to Blue Cross within 30 days 
after the marriage. 
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FAR ADVANCED 
PULMONARY 
TUBERCULOSIS 


REATMENT OF PULMONARY tuberculosis has 
pe many modifications during the last five 
years. New antituberculosis drugs are being pre- 
sented periodically for evaluation and philosophy 
of their use as well as those of previously pre- 
sented periodically for evaluation, and philosophy 
precipitously. We felt it might be profitable to 
examine records of patients discharged from 
Baltimore City Hospitals Tuberculosis Division 
from January 1, 1952 to December 31, 1954. 
Using far advanced disease as a guide, we could 
examine these records in the light of past ex- 
perience and perhaps set up a base line for long 
term follow-up. We realized that rapidly chang- 
ing concepts and relatively few cases in each 
category would not allow statistically valid con- 
clusions; however, the results might allow a basis 
of discussion for future therapy, as well as an 
evaluation of past decisions. 

Hospital statistics on patients discharged with 
far advanced tuberculosis have always been de- 
pressing. One figure quoted with some frequency 
is that from Brompton Hospital, England, re- 
ferring to discharges from 1905-1914. At the 
end of five years, 79 per cent of far advanced 
patients were dead; 40 per cent of moderately 
advanced and 10 per cent of minimal patients 
had also died (chart 1). 
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_ Follow-up of 55 patients discharged 
from Baltimore City Hospitals 1952-54 


SCIENTIFIC PAPERS 


E. G. Beacham, M.D.+ and 
M. W. Jacobson, M.D.} 


BROMPTON HOSPITAL (LONDON) 


3 Discharges 1905-1914 


Five-year Follow-up Dead 
Moderately advanced ................ 40% 


In Maryland, using the above as comparison, 
Gauld, Holliday, Cullen, and Fales (1) studied 
all discharges from state sanatoria January 1, 
1934 through December 31, 1938 with a five 
year follow-up. The study included 4,149 adults, 
of which 3,507 were white and 642 were Negro. 
There were 1,197 white far advanced cases with 
29 per cent dead in one year and 62 per cent 
dead in five years after discharge. In the Negro 
group there were 322 far advanced cases with 
36 per cent dead in one year and 78 per ceut 
dead in five years. At the time of the study, 
these deaths represented a ratio of 13 to 1 ob- 
served to expected deaths in the general popu- 
lation. ‘The authors compared patients discharged 
improved to those discharged unimproved and 
found twice as many deaths in the unimproved 


+Chief, Tuberculosis Division, Baltimore City Hospitals. 
{Clinical Director, Tuberculosis, Baltimore City Healih 
Department. 
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group. Far advanced patients discharged im- 
proved showed 42 per cent deaths within five 
years as compared to more than 80 per cent in 
the unimproved (chart II). 


Chart Il 
MARYLAND SANATORIA (GAULD) 


4149 Discharges 1934-1938 
Five-year Mortality Far Advanced Cases 
1 Year 5 Years 
62% 
78% 
42% 
80% 


1197 White 
322 Negro 
All improved 


Roger Mitchell reported on Mortality and Re- 
lapse of Uncomplicated Advanced Pulmonary 
Tuberculosis at Trudeau Sanatorium 1930-1939 
with a 15-25 year follow up (2). Over a 20-year 
period there was a cumulative mortality of 20 
per cent in moderately advanced and 50 per cent 
in far advanced cases. Of the far advanced pa- 
tients, only one-third were discharged arrested 
(chart IIT). 


Chart Ill 
TRUDEAU SANATORIUM (MITCHELL) 


Discharges 1930-1939 (1504 cases) 
15-25 year follow-up 

z Cumulative Mortality 20 years 

_ Moderately advanced 


Alling, Lincoln, and Bosworth reported on 224 
persons with far advanced disease admitted to 
Upstate New York Hospitals 1938-1948 (3). At 
the 10-year anniversary about one-fourth of 
cases were arrested, one-twentieth active, and 
seven-tenths dead with 80 per cent of expected 
deaths in the first three years. This report uses 


date of original diagnosis so includes in-hospital 
deaths (chart IV). 


Chart IV 
UPSTATE NEW YORK 1938-1948 (ALLING) 


224 Far Advanced Admissions 
At 10-year Anniversary (Adm.) 
25% 
5% 
70% (80% in first three years) 


At Baltimore City Hospitals streptomycin 
(SM) was rarely used before 1948. During the 
next two years it became more readily available, 
first as short term drug alone, then with para- 
aminosalicylic acid (PAS). In 1952 isoniazid 
(INH) became available and with it the con- 
cept of long term therapy. Most patients ad- 
mitted since that time have had drug therapy 
with combination drugs, many continued through 
discharge. 


During the period January 1, 1952 to Decem- 
ber 31, 1954 there were 470 patients discharged, 
of which 116 were irregular discharges. After 
elimination of minimal and moderately advanced 
patients, surgical cases, and those receiving per- 
manent transfers, there remained 55 cases of 
far advanced disease discharged with stable 
x-rays as having received maximum benefit of 
hospitalization. All had been positive on admis- 
sion but negative for varying periods at dis- 
charge. Chart V gives a comparison of patients 
admitted, died, and discharged in 1948, the three 
study years, and in 1955. Deaths dropped from 
118 in 1948, to the thirties in the study period, 
and to 29 in 1955. Total discharges increased 
from 143 in 1948 to 238 in 1955, with regular 
discharges increasing from 77 in 1948 to 195 
in 1955. 


Chart V 
BCH 55 Far Advanced 1952-54 


Admission 


183 
145 
213 
291 


Deaths 
118 


Other total 
discharges 


143 
119 
148 
203 


Regular 
discharges 


86 
120 
148 


Irregular 
discharges 


66 
33 
28 
55 


37 
33 
32 


649 
249 


JuLy, 1960 


102 


470 
238 


354 
195 


116 


29 43 


Active 
4 
4 
4 0% 
bey 
0% 
1 
). 
it 
0 
1 | 
i 


Chart VI 


BCH 55 Far Advanced 1952-54 . 


White female 
White male _ 
- Negro female 5 
Negro male 


The group of 55 far advanced patients was al- 
most equally divided between white and Negro, 
with the white male group generally under 40 
years of age and the Negro group generally un- 
der 40 (chart VI). 

A study of, time in hospital at discharge re- 
vealed that more than 90 per cent had spent 
at least one year and about 50 per cent more 
than two years in the hospital upon that admis- 
sion (chart VIT). 


BCH 55 Far Advanced 1952-54 
Time in Hospital at Discharge 
12. months 


24 months 
36 
48 
60 


We were interested in how long these patients 
had had negative sputum and gastric cultures at 
time of discharge: more than 50 per cent had 
been negative for at least one year (chart VIII). 


Chart Vill 
BCH 55 Far Advanced 1952-54 
Sputum Cultures Negative at Discharge 
1- 6 months 
7-12 months 
13-18 months 
19-24 months 


Analysis of chemotherapy during hospitaliza- 
tion showed a widely varied duration and com- 
bination of drugs. Of the total, 15 were not 
receiving drugs at time of discharge. The re- 
maining 40 continued chemotherapy after dis- 
charge: 20 on SM-PAS, 15 on INH-PAS, and 
five on SM-INH. For reason of policy changes 
and patient idiosyncracies, about half were later 
changed to INH-PAS or INH alone. 
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Age at Discharge 


-19 20-29 30-39 40-49 50-59 60-69 70+ 
2 


2 (6) 

3 6 5 3) 
pe 4 1 (13) 
5 2 (13) 
10 14 8 
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At the time of this writing 10 patients are 
still on drugs, mostly INH alone, the majority 
at least four years after discharge. 

Analysis of results show most patients doing 
well at from four to almost seven years follow 
up. There have been seven deaths, nine relapses, 
and seven patients lost to the study to July 1, 
1959. Nine patients were lost to the study dur- 
ing five years. None had relapsed at time they 
were lost. 


The seven deaths occured at six, 22, 23, 33, 
37, 46, and 77 months after discharge. Four 
were definitely attributed to spread of tuber- 
culosis, one was possibly from the tuberculosis, 
and two were probably nontuberculous deaths. 
At this point there has been less than 13 per 
cent mortality. Cases lost to x-ray follow-up are 
known to be living although not seen at clinics. 

Nine patients had relapse of disease with re- 
admission to a hospital, of which number eight 
had sputum and x-ray relapse and one had x-ray 
relapse alone. 


SUMMARY 


Fifty-five patients with far advanced pul- 
monary tuberculosis were discharged from the 
Tuberculosis Division, Baltimore City Hospitals, 
with maximum benefit of hospitalization during 
the period January 1, 1952 to December 31, 
1954. About 50 per cent were white patients 
generally over 40 years, and 50 per cent were 
Negroes generally under 40 years of age. More 
than 50 per cent had had negative sputum cul- 
tures at least one year before discharge. More 
than 50 per cent had been in the hospital at 
least two years and more than 90 per cent, longer 
than one year. At discharge, 40 patients con- 
tinued on antituberculosis drugs, with 10 patients 
still receiving the drugs after hospitalization. 

There have been seven patients lost to the 
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study in the four to seven years follow-up, 
seven deaths, and nine relapses. 

It is thought that mortality rate in this group 
is much lower than in prestreptomycin days and 
that long term therapy after discharge is prob- 
ably of additional benefit in preventing relapse. 
It will be interesting to observe cumulative mor- 


REFERENCES 
1, Gauld, R. L., Halliday, C. H., Cullen, V. F., and Fales, 
W. T.: Am.J.Pub.Health 31:568, 1941. 


Effective June 15, 1960, the Federal Aviation 
Agency requires that student and private pilots be 


‘given their medical examinations by designated’ 


medical examiners. This rule reinstates a practice 
which was in effect from 1926 until 1945. 


In announcing the reestablishment of this prac- 


tice, James L. Goddard, M.D., the civil air surgeon, 


has emphasized his previous statements that any 
physician may be considered eligible for designa- 
tion as an examiner. 


His statement, made public February 11, 1960, 
follows: 

In order to have a better understanding of 
the proposed rule, | wish to point out that it 
is designed to accomplish the following needed 
improvements in the administration of the 
Agency's medical certification program. 


1. To maintain a group of medical examiners 
who are clearly responsive to the needs of 
public safety in the performance of exam- 
inations and the issuance of medical cer- 
tificates to airmen. 


2. To permit the administration of training 
programs to maintain the quality of per- 
formance of medical examiners and to 
permit the dissemination of special instruc- 
tions pertaining to the needs of civil avia- 
tion. 


Jury, 1960 


~ Medical Examination of Civil Airmen 


tality and relapse rates in the patients who were 
so seriously ill on admission and who were dis- 
charged with a guarded prognosis. 


Baltimore City Hospitals 
4940 Eastern Avenue 
Baltimore 24, Maryland 


2. Mitchell, R. S.: Am.Rev. Tuberc. 72:487, 1955. 


3. Alling, D. W., Lincoln, N. S., and Bosworth, E. B.: 
Am.Rev.Tuberc. 70:995, 1954. 


3. To bring into the program those physi- 
cians who have the professional qualifica- 
tions and a demonstrated interest in the 
medical certification . field. 


4. To permit the designation of any qualified 
physician who, by his application, has 
demonstrated interest in the program. 


Physicians in localities where flying activities 
are conducted may wish to consider filing an appli- 
cation for designation by writing to the Civil Air 
Surgeon, Federal Aviation Agency, Washington 25, 


Designation as an aviation medical examiner will 
qualify the designee to examine both Class ll (com- 
mercial) and Class Ill (student and private) airmen, 
including control tower operators. Instructions con- 
cerning the required procedures, standards, and 
equipment will be supplied to those who apply. 


Since commercial and airline transport pilots 
have always been required to obtain examinations 
from specifically selected physicians, there are 
presently some 2,000 aviation medical examiners 
previously designated and located throughout the - 
country. Expanding aviation activities will result in 
a continuing need for additional examiners. There 
are at present some 400,000 active civil airmen of 
whom approximately 240,000 are examined each 
year. 
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Howard M. Bubert, M.D. 


ROM THE TIME of the synthesis of the first 

histamine antagonist by Fourneau in 1910, 
pharmacologists and biochemists had anticipated 
that histamine antagonists would be not only im- 
portant research tools but also useful therapeutic 
agents. In 1937, Bovet and Staub reported upon 
their work with a series of phenolic ethers, and 
in 1949, Staub wrote on another group of related 
compounds. These earliest compounds (ethylene- 
diamine derivatives), while actively antagonizing 
certain actions of histamine in animals, were rela- 
tively toxic. 

The first antihistamine compounds that were 
therapeutically effective and well tolerated in gen- 
eral, again of the ethylenediamine derivatives, 
were reported by Halpern in 1942. Since then, 
many compounds of this and of other chemical 
nature have been developed and explored clinical- 
ly. 

The amazing potency of the galaxy of agents 
produced by modern chemistry and pharmacology 
actually has tended to reduce the problem of early 
clinical evaluation to the careful study of their un- 
toward effects, immediate or delayed. Nevertheless, 
two criteria.are dominant and must be satisfied 
in determining the clinical usefulness of any 
therapeutic agent offered to the profession: its ef- 
fectiveness must be proven, and its freedom from 
severe side effects must be shown. 

So many acceptable antihistaminic agents have 
been made available that the introduction of an- 
other would be unwarranted unless it were effectual 
and possessed unique and desirable attributes. An 
additional important point is the tendency of many 
allergic patients to develop tolerance for or resist- 
ance to any single antihistamine; suitable new 
drugs are needed and welcome to circumvent this. 

Dimethpyrindene*, the drug under considera- 


tion here, appears to satisfy these multiple require- 
ments. 


*Forhistal®, provided by the Clinical Investigation Di- 
— Research Department, Ciba Pharmaceutical Prod- 
ucts Inc. 


376 


NEW, POTENT 
ANTIHISTAMINE: 


DIMETHPYRINDENE 
preliminary report 


Dimethpyrindene, a new and potent 
antihistamine, was used in 73 allergic 
patients in the following 

(1) 1 mg. or 2 mg. tablets, plain 

3 mg. lontabs 
(3) 0.5 mg./0.6 ml. pediatric dropper 


solution 


The drug was most effective at a dosage 


of 2 mg. every — hours when 
administered as p 

dropper solution. The 3 mg. lontab was 
found highly effective when given once 


every 12 hours, on an average. Acceptance 


of the various forms varied with the ages 
and temperaments of the patients. 

We believe that dimethpyrindene 
constitutes a clinically effective, safe 
addition to the antihistamine compounds; 
and our use of it is continuing. 

DRUG STUDIED 
Dimethpyrindene is chemically a member of the 
indene series, a group little utilized clinically in the 
past, and has the following structural formula: 


| 


CHCH3 


1- [ 2- (2-dimethy- 


It is designated as 2- 
laminoethyl) -3-indenyl | -ethyl- pyrindine maleate. 
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EDso Values (mg. kg.) 


Drug 

Orally At 1 hour At 3 hours 
Dimethpyrindene 0.0664 + 0.011 0.243 + 0.037 
Tripelennamine 2.63 11.4 26 


Chlorprophenpyridamine 


0.035 


0.648 + 0.070 


Dextro-Chlorpheniramine 


0.139 + 0.02 


0.272 + 0.028 


Laboratory studies comparing tripelennamine*, 
chlorprophenpyridaminet, and dextro-chlorpheni- 
rainine§ have yielded the following figures for oral 
E\)50 (the dose that protects 50 per cent of a group 
oi guinea pigs against a standard lethal dose of 
histamine). 


Other pharmacologic studies showed dimeth- 
pyrindene to be of a low order of toxicity and 
highly active as an antihistamine. 


CLINICAL STUDY 

Diagnostic terminology in upper respiratory al- 
lergies often is confusing and needs definition 
within a particular context. Our patients included: 
vasomotor rhinitis, with nasal occlusion the para- 
mount feature, eye involvement rare, no seasonal 
variation, and little or no incrimination of specific 
allergies; hayfever, with nasal occlusion, itching 
rhinorrhea, eye involvement that often was 
severe, and usually either seasonal or perennial 
type with seasonal exacerbation; urticaria with- 
out hayfever or vasomotor rhinitis. 

Responses to dimethpyrindene varied to some 
extent within diagnostic categories, as is true with 
all the antihistamines. Our patients numbered 73, 
and while it is not possible even to suggest statis- 
tical validity of therapeutic results in relation to 
specific diagnoses, certainly dimethpyrindene 
compared favorably with other antihistamines in 
these patients. 

In a subgroup, this drug was used (1 mg. 
three times daily) in sequence with standard 
dosage of two widely used antihistamines. Five 
patients reported equal effectiveness, nine con- 
sidered dimethpyrindene superior to the others, 


*Pyribenzamine®, Ciba. 

+Chlor-Trimeton®, Schering. 

§Polaramine®, Schering. 
tRitalin®, Ciba. 


Jury, 1960 


and thirteen found it less effective. Because we 
were of the opinion that the 1 mg. dosage of 
dimethpyrindene was too low, it was increased 
to 2 mg. every eight hours, which materially en- 
hanced the value of the drug in the entire group. 
We now are using even higher dosage where 
indicated and expect further improvement in the 


responses. 

In one patient with dermatologic allergy and 
in one with upper respiratory allergy, dimeth- 
pyrindene actually was superior to steroid ther- 
apy. In another small group, it was as effective 
as treatment with steroids. 

The only side effect of any significance was 
initial drowsiness in some patients. Usually this 
wore off with further use, but, in any case, it 
was readily controlled by the adjunctive admin- 
istration of methylphenidatet and presented no 
real problem. 

In ten patients who received dimethpyrindene 
daily for five months, periodic liver function 
tests, complete blood counts, and urinalyses were 
done and showed no abnormalities. 

Medical Arts Building 
Baltimore 1, Maryland 
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N EVI OCCUR in great variety, and most of them 

appear to be harmless or almost so. There 
are no accurate statistics of the incidence of cancer 
in birthmarks. It is uncertain which nevus will re- 
main benign and which has definite malignant po- 
tentials. We do’ know that melanoma can and will 
develop in any and all types of nevi that have been 
subjected to sufficient trauma. 

It has been estimated that from 30 to 40 per 
cent of melanomas develop from a previously ex- 
isting nevus. A common history heard from our 
patients is of an insidious development from a 
brown, black, or bluish pigmented spot. Repeated 
irritation over the years or a single injury, even 
in the common mole with or without hair, may 
be the cause. Sunlight has been shown to cause a 
malignant change in previously existing moles. 


Rebert G. Chambers, MD. 


Malignant melanoma are among the 


The Problem of 


most important of any malignant 
tumors, sparing no age group or 
anatomical site. A melanoma can fre- 

ently arise from a previously exist- 
ing benign mole; therefore, prophy- 
lactic treatment is advocated. It seems 
logical to excise nevi which are sub- 
jected to irritation, preferably before 
adolescence. 

Radical surgery is the treatment of 
choice for melanoma rather than a 
local inadequate excision fostered by 


the too frequent pessimism of the 
doctor. 


kins University and Hospital. 
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From the Department of Surgery of The Johns Hop- 


MELANOMA 


There is one important type of pigmented nevus 
which closely resembles a melanoma clinically and 
histologically. This is the darkly pigmented, bluish, 
blue, black, or dark brown, small mole found in 
prepubertal children. These prepubertal or juve- 
nile melanomas seem to be markedly influenced by 
the activity of the endocrines and are prone to evi- 
dence extremely rapid growth and wide spread 
dissemination in adolescence. It is, therefore, 
mandatory to completely remove all dark, deeply 
pigmented nevi in childhood. 

I have made a practice of advising surgical exci- 
sion of a nevus in areas of possible trauma: scalp, 
plantar or palmar surfaces, subungual, the beard 
line in males, pubis, arms, mouth, and areas of 
clothing stress. The lesions are excised through 
cosmetic incisions, usually under local anesthesia, 
with just a slight margin of adjacent normal skin. 
Any growth that is even remotely suspected must 
have a much wider margin. I seldom rely upon a 
frozen section but prefer a histological diagnosis 
on the routine paraffin section for a more accu- 
rate differentiation between a benign mole and a 
melanoma. 

In my opinion, wide radical excision of the pri- 
mary melanoma with the underlying fascia and 
surrounding tissues, including its intervening 
lymphatic area, and an incontinuity regional lymph 
node dissection is the only choice of treatment. 
Where it is not feasible to do a continuity node 
dissection, because of the anatomical position of 
the primary lesion, a discontinuity dissection of 
the immediate drainage nodes is advocated when- 
ever possible. 

Regional lymph node dissection is feasible be- 
cause a melanoma has the same mode of spread 
as an undifferentiated carcinoma. Perhaps the 
melanoma spreads more rapidly and has a greater 
tendency to invade blood vessels earlier, but the 
modes of spread seem to have been established; 


namely, after malignant changes have occurred, — 
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the melanoma infiltrates the surrounding tissues, 
spreading first by direct extension, then into the 
cutaneous and subcutaneous lymphatics, which 
may result in the formation of numerous subcu- 
taneous nodules proximally to the primary. The 
tumor cells reach the regional lymph nodes 
through the skin lymphatics. 

Amputation is necessary in melanoma of the 
fingers, toes, foot, and heel; but the amputation 
should be as minimal as possible. Statistically, ex- 
cept in selected instances, supra radical amputa- 
tion adds little more to the possible survival. The 
one hemipelvectomy in this series was undertaken 
since the patient was experiencing her third recur- 
rence of a melanoma on the ankle and had multiple 
subcutaneous nodules up to the knee and a femoral 
lymph node. When amputation is carried out, re- 
gional lymph node dissection is always done, occa- 
sionally in discontinuity. Regional lymph node 
dissection appears to be indicated especially in 
lesions of the extremities, where constant irrita- 
tion seems to predispose to earlier node involve- 
ment. 

I usually, when possible, prefer to obtain a mar- 
gin of 8 cm. of skin to all gross borders of the 
primary lesion. Ideally the skin is reflected on each 
side between the lesion and the subcutaneous tis- 
sue and fascia excised as one strip connected to 
the primary tumor and surrounding skin with an 
en-bloc dissection of the nodes. 

Recently Robert Dickson, M.D., of Johns 
Hopkins Hospital, has reported the seeming ef- 
ficacy of postoperative irradiation therapy with 
wide excisional therapy in the treatment of 
melanoma in a series of 121 cases. This approach 
seems to have merit. When melanoma becomes 
widely disseminated so that further excision is 
useless, chemotherapy may be tried for palliation. 
Various drugs have been used; among them, Tri- 
ethvlene thiophosphoramide, nitrogen mustards, 
and Coley’s toxin. Twenty patients in the present 
series were treated with such palliative agents. 
Nitrogen mustard has proved disappointing, but 
definite palliation was noted in 11 patients treated 
with thiophosphoramide. Recently the use of 
Coley’s toxin seems to be promising. 


DISCUSSION 
The 100 patients in this series, all private pa- 
tients, were seen and treated by myself or my 
late associate, Grant E. Ward, M.D. 


Jury, 1960 


Table | 
Age Distribution 


0-10 yrs.—4 (the youngest patient was 2 
mos.) 
10-20 1 
30-40 10 
40-50 28 
50-60 19 
60-70 18 
70-80 9 
Over 80 3 


Table IV 


Follow-up of 20 Lesions Locally Excised Only 
Patients died of disease—12 (one patient 
lived 3 years). 


3 year survival—3 or 3% 
5 year survival—1 or 1% 6% 
10 year survival—5 or 5% 


Table V 


Follow-up of 80 Patients Whose Lesions Were 
Treated With Radical Surgery 


Patients dead of disease—19 

3 year survivel—20 or 20% 

5 year survival—24 or 24% }39% 
10 year survival—15 or 15% 
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Table VI 
Chemotherapy for Advanced Disease 
Subjective Objective Survival 

- Agent Resp Resp time 
TSPA 1. 700 mgm +++ +-+ 10 months 

2. 1000 mgm ++ ++ 1 year 

3. 1500 mgm. ++ ++ 1 year | 

4. 100 mgm. = = = 2 months 

5. 1000 mgm. ++4++4 ++ 1 year 

6 140 mgm 3 + 2 months 

7. 155 mgm. = O 3 months 
Rabies Vaccine 
: 8. 0 0 2 months 

9. 0 QO 2 months | 

10. ++ + + ++++ 1 year 
Coley’s Toxin 

11. +++ + +++ 4 months 
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Lederle Research Fellowships 


Students in 97 United States and Canadian medical schools will share $115,00C 
in Lederle research fellowships this summer, according to an announcement by 
Lederle Laboratories Division, American Cyanamid Company. 

The purpose of the Summer Research Fellowship Program is ‘‘to relieve in part 
the financial burden of students who desire to devote their summer vacations to 
research in the basic (pre-clinical) medical sciences,’’ as stated in the letter of 
announcement sent to medical school deans by B. W. Carey, M.D., Lederle medical 


Each four-year school receives $1,200 to be awarded to not less than two stu- 
dents, while each two-year school receives $600. Recipients of the fellowships are 
selected by the deans of the medical schools, with the consent of the faculty. mem- 
bers under whose supervision the students are to work. 

The Lederle Fellowships have been given annually for seven years. During this 
time more than $800,000 has been awarded to assist more than 1,200 medical 
students in the United States, Puerto Rico, and Canada. 


Eight patients underwent ultra-radical surgery 
for recurrent disease, of this number five still sur- 
vive. On this group of patients the three year 
survival is 50 per cent; while the five year survival 
is only 12 per cent. 

Eleven patients with disseminated disease have 
been treated with various chemotherapeutic agenis 
with equivocal results, as can be seen in Table VI. 

Irradiation therapy has been used, as suggest: d 
by Dr. Dickson, during the past year, but I can 
present no opinions regarding this adjunct at the 
present time. 

In this series of patients reported, the 20 per 
cent survival rate must be considered significant, 
low as it is, in that total experience is presented. 
Most of the patients were referred for therapy 
after a delay of one to three months after biopsy. 
15 East Biddle Street 
Baltimore 2, Maryland 
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Medicolegal Symposium 


MODERATOR: The Hon. Emory H. Niles! 
PARTICIPANTS: Paul Dudley White, M.D. 


L. Whiting Farinholt, Jr., Esq.? 


Milton Helpern, M.D.4 


THE RELATIONSHIP BETWEEN 


INJURIES AND HEART DISEASE 


AND ITS SEQUELAE 


upcE Nixes: | take it as a privilege to be able 
J to preside at this symposium on such an im- 
portant and mysterious subject, a subject that 
gives us all trouble, and one that I think is highly 
important for the members of the two professions 
to collaborate in exploring. In general, I think 
that nothing can be more important to us than 
a greater understanding between the two profes- 
sions, both as to their aims and ideals and as to 
their methods and actual work. Lawyers are gen- 
erally believed to claim, that their knowledge is 
complete. I am not sure that doctors realize that 
there are as many unsolved problems in law as 
there are in medicine, no matter how positively 
lawyers sometimes talk. 

We have, as you know, two speakers. Before 
introducing them, I should like to thank those 
individuals who have made this meeting possible 
and, in particular, Mr. Theodore C. Waters, 
chairman of the Committee on Symposia; Dr. 
Russell Fisher, of the medical profession, and 


JuLy, 1960 


Mr. John Stanley of the legal profession, co- 
chairman of the Joint Committee on Medical and 
Legal Affairs, which, I think, has done far more 
during its tenure than is done in most places to 
promote understanding between our two profes- 
sions. I wish also to say that in the audience to- 
night, as our guests, are two distinguished New 
Yorkers. One is Dr. Milton Helpern, the chief 
medical examiner for New York City, whose 
position in New York is comparable to that of 
Dr. Fisher, chief medical examiner for the state 
of Maryland. The other is Mr. Bernard Fox, a 


Presented before the members of the Medical and Chi- 
rurgical Faculty and the State and City Bar Associations 
on May 15, 1958. 

Symposium arranged by the Joint Committee on Medico- 
legal Problems of the Medical and Chirurgical Faculty of 
the State of Maryland, the Bar Association of Baltimore 
City and the Maryland State Bar Association. 

1 Chief Judge of the Supreme Bench of Baltimore City. 

2 Of Boston, Massachusetts, former President of the 
American Heart Association. 

3 Professor of Law, University of Maryland. 

4 Chief Medical Examiner, City of New York. 
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former commissioner of the Workmen’s Compen- 
sation Commission of New York. 

The procedure tonight will be that Mr. Farin- 
holt will address you first; then Dr. White will 
address you. Afterwards the meeting will be open 
to questions from the floor. In accordance with the 
procedure established at previous symposia, those 
present who desire to ask questions are requested 
to write them on the slips of paper which you see 
on the seats and to pass them forward. Mr. 
Charles E. Orth and Dr. Russell Fisher will 
screen them and pass them up to the rostrum. 
I do not know whether it will be possible to put 
to the speakers all the questions that are asked, 
but, I assure you, I will do my best to be fair 
about it and to give everybody as much chance 
as the clock will allow me to. 

You did not come to hear remarks from me, 
and you will hear no more except the introductions 
of our two principal speakers. First is Mr. L. 
Whiting Farinholt, Jr. He is a Baltimorean, a 
graduate of Johns Hopkins, B.A., a graduate of 
the University of Maryland, LLB., and of Har- 
vard University LLM. He has been on the faculty 
of the University of Maryland since 1946. He is 
now professor of law, and he has the unique 
distinction of also being a professor in the School 
of Medicine, where he is professor of law in 
psychiatry. 

Mr. Farinholt will address you on the legal 
background and the framework in which the 
problems relating to heart disease come up as 
they affect lawyers and doctors in their inter- 
relations as applied to specific cases. 


Mr. FarInHOLT: A number of times I have 
had the occasion to speak to groups composed of 
members of two separate disciplines. I find it al- 
ways a difficult task, since one’s remarks are 
quite likely to be found either overly elementary 
or incomprehensible, depending upon the pro- 
fession of the individual listener. My comments 
will be addressed, in the main, to the members of 
the medical profession; my object: to present for 
their interest and possible enlightenment some of 
the legal concepts and formulae relevant to our 
subject. Our discussion tonight titled: “The Re- 
lationship between Injuries and Heart Disease 


LEGAL ASPECTS 


Dr. Paul Dudley White comes from Massachu- 
setts. He was born in Massachusetts. He is a 
graduate of Harvard, A.B. and M.D.; he studied 
abroad in various places, and he has honorary 
degrees from many universities; the one which 
intrigued me most was Salamanca. I don’t know 
how many degrees he has; I didn’t count them 
up. One thing that endears him to me is that he 
is a veteran of the “Big War;” that is to say, 
the First World War. He served in the B.E.)’, 
and then in the A.E.F. Since then he has become 
one of the outstanding authorities in the world 
on heart disease and he has written a book, now 
in its fourth edition, on electrocardiography. At 
present he is professor emeritus at Harvard. | 
think it is fair to say that Dr. White is the most 
important doctor in the world, for it’s a known 
fact that when President Eisenhower had his 
heart attack, Dr. White was called in. If Dr. 
White gives him bad advice it is a world-shaking 
event; if Dr. White gives him good advice it is 
a world-stabilizing event. The fact that Dr. White 
was called in for that assignment is sufficient in 
itself to indicate the eminence of Dr. White in 
the medical world. 

I could sum things up by saying that we have 
tonight in Mr. Farinholt a man who has done 
exploratory work in new areas, both as a lawyer 
and perhaps as a neo-psychiatrist—perhaps he is 
now a neo-cardiographist; and in Dr. White we 
have a world famous doctor whom we welcome to 
Baltimore. The discussion will be opened by Mr. 
Farinholt. 


and its Sequelae,” not only is a matter of increas- 
ing importance and interest to the medical and 
legal fraternities, but also is of direct and com- 
pelling interest to both management and labor in 
industry. 

That area of the law most closely concerned 
with injury and heart disease is, of course, that 
which bears upon industrial accidents, the Work- 
men’s Compensation Law. Legislatures of every 
state in the union, as well as Congress, have en- 
acted some form of legislation directed toward 
compensation of the worker who is disabled as 2 
result of his participation in industry. 


MARYLAND STATE MEDICAL JOURNAL 


b: 
t 
2 W 
re 
0 
li 
f. 
Cc 
V 
i 
f 
0 
t 
] 
V 
a a 
t 
t 
: 1 
§ 
1 
{ 
: 
; 

382 


I would like to review briefly the historical 
background which gave birth to our present statu- 
tory system of compensation. At common law 
(by that, I mean prior to the enactment of the 
Workmen’s Compensation Acts) the employee 
who was injured in industry was often without 
redress. The reasons for his non-recovery were 
simple. The law had developed for many years 
on the fundamental thesis that personal liability 
should be based upon fault. Absent fault, absent 
liability. Absolute liability, or liability without 
fault, was a generally unacceptable concept. “A” 
could not recover damages from “B” unless “B” 
ws at fault, unless he was negligent, unless he 
ws culpable. With increased growth on industry, 
injuries to workers therein became more and more 
frequent. Injuries often resulted from conditions 
of work that were in no direct way a product of 
the employer’s negligence or fault. Paraphrasing 
Horovitz, “The legal system sacrificed the injured 
worker on the altar of capital’s industrial growth.” 

Even should the employer be at fault, the work- 
er still was often without redress. At common 
law there were a number of defenses readily 
available to the employer who acted as a bar to 
the employee’s recovery for injuries resulting 
from an industrial accident. Principal among 
these was the defense of contributory negligence. 
The employee was completely barred from any 
recovery if he, himself, were partly to blame. 

Another barrier to compensation was the doc- 
trine of assumption of risk. The employee who 
undertook to work in a hazardous occupation as- 
sumed the risks attendant thereto and waived any 
right of compensation for injuries resulting from 
the hazards of the employment. The philosophy of 
justice ran something like this: the employee had 
not been forced to work at this job; if he ac- 
cepted employment, he did so with his eyes open, 
so to speak, and voluntarily assumed the known 
risks associated with that employment. Therefore, 
if he was injured in his work, it was to be ex- 
pected as a normal risk of the job for which he 
was paid; and surely the employer should not be 
held responsible under these circumstances. 

As the factory system spread and industriali- 
zation increased, one of the most effective barriers 
to compensation for industrial injury was found 
to be the “fellow-servant rule.” Though this de- 
fense was not part of the law of all states, it was 
adopted in many of the more industrialized juris- 
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dictions, at least in a modified or restricted form. 
Briefly stated, it was that the employer was not 
liable for injuries sustained by a worker when they 
were caused by the negligence of a fellow worker. 

Thus, under the system of justice at common 
law, it is readily apparent that the greater propor- 
tion of industrial accidents were uncompensated. 
The figures vary from estimates of 70 per cent 
to 94 per cent. The burden thus fell on the work- 
er, the party least able to bear it. In addition, even 
where litigation was successful, there was long 
delay, which exerted economic pressure on the 
injured worker to settle his claim in order to live. 
Also, heavy legal fees were the rule. The final 
result of a “successful” case often was that the 
injured employee retained only a fraction of the 
amount he recovered. 

It was in such a climate that the Workmen’s 
Compensation Acts were conceived and enacted 
into law: in England in 1897, in New York in 
1910, in Maryland (after an obscure and limited 
attempt in 1902) in 1914, and so on until today 
every state has adopted some legislation of the 
Workmen’s Compensation type. 

I would like to quote from the preamble to the 
Maryland Act. A few phrases will give you some 
sense of its intention and significance and per- 
mit you to savor its socio-economic character: 


“An Act to promote the general welfare by 
providing compulsory insurance against acci- 
dent or death of workmen engaged in extra- 
hazardous employments in this State .. . 
and providing for the abolishment of the 
defenses of ‘Assumption of Risks, ‘Contribu- 
tory Negligence, and the ‘Negligence of a 
Fellow Servant’... 

“Whereas, the State of Maryland recog- 
nizes that the prosecution of various indus- 
trial enterprises, . . . involves injury to large 
numbers of workmen .. . great and unneces- 
sary cost ... in litigation . . . and 

“Whereas, the State is subjected to a heavy 
burden in providing care and support for 
such injured workmen... 

“Whereas, the common law system gov- 
erning the remedy of workmen against em- 
ployers . . . is inconsistent with modern in- 
dustrial conditions; and injuries in such work, 
formerly occasional, have now become fre- 
quent and inevitable. 
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“NOW, THEREFORE, the State of Mary- 
land . . . declares that all phases of extra- 
hazardous employments be . withdrawn 
from private controversy, . . . regardless of 
questions of fault and to the exclusion of 
every other remedy, except as provided in 
this act.” 


The Maryland Act, a portion of which I just 
read, is identical in almost all respects to the 
Workmen’s Compensation Acts of other states; 
however, as you may observe, a different con- 
struction may be given to the same words by a 
different court. The most important single state- 
ment of the statute provides that compensation 
shall be paid for the disability or death of the 
employee “resulting from an accidental personal 
injury sustained by the employee arising out of 
and in the course of his employment.” These 
words, simple as they seem, have given rise to 
innumerable controversies. I propose to discuss, 
in the light of a number of such controversies, the 
present meaning given to those phrases, particu- 
larly, when possible, in relation to heart disease. 


Accidental personal injury. What interpreta 
tion do the courts place upon the words accident 
injury? Let us consider the facts of a 1956 cas 
that arose in the Federal District Court of Mar, 
land under a workmen’s compensation act calle. 
the Longshoremen’s and Harbor Workers’ Con 
pensation Act, a federal compensation statui. 
(Furlong vy. O’Hearne, 144 Federal Suppleme:: 
266). 

The claimant was a rigger engaged in repa - 
work on a vessel. While lifting heavy pumps ° 
the regular course of his employment, he strain: 
his back. The strain aggravated a previous \ 
asymptomatic congenital spinal malformation, + 
sulting in subsequent disability. A primary issic 
before the court was whether this was an ac: 
dental injury. Is accidental to be interpreted «; 
accidental means; that is to say, some unusu:l 
strain or condition in the course of the employ - 
ment not naturally and ordinarily incident there- 
to? Or is accidental to be given the meaning oi 
accidental result, that is to say, a result that is 
unforeseen and unexpected though it may arise 
in the normal course of the employment. Unex- 
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pected cause or unexpected result? Which? The 
l‘ederal Court took the latter view, that an unex- 
pected or accidental result would suffice. This is 
a well-established rule in the great majority of 
jurisdictions. Maryland, however, remains in the 
minority, so that in the courts of this state there 
must be an unusual circumstance preceding the 


‘njury; an accidental means. Our State Court re- 
ently said, in Rieger vy. Sanitary Commission, 


211 Md. 214: arising out of 
nd in the course of employment are compensable, 


“Not all injuries 
ut only accidental ones,” and then in defining 
he Maryland meaning of accidental said: 

n injury is accidental only when it reults from 
ome unusual strain or exertion or some unusual 
mdition in the employment.” That is to say that 
‘ve work being done is unusual in relation to the 
employment or that the claimant has 
-ipped, fallen, or in some other way been sub- 
j ected to a hazard beyond that of his usual and 
hormal employment. 

Maryland is in the clear minority on this issue 
‘Nelly Springfield v. Daniels 199 Md. 156), and, 
ii truth, by espousing this view, Maryland has 
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reasserted the validity of the common law defense 
of assumption of risk, a defense that was specific- 
ally outlawed in the Preamble of our Workmen’s 
Compensation Act. 

The view of the majority of courts is that an 
injury is accidental where either the cause or the 
result is unexpected or unforeseen. For example, 
in Commercial Casualty Insurance Company v. 
Hoage, 75 Fed. 2d 677, a grocery clerk with an 
enlarged heart suffered aortic regurgitation while 
handling sacks of potatoes, which was his regular 
and usual work. Compensation was awarded, the 
saying, . an accidental injury may occur 
notwithstanding the injured person is then en- 
gaged in his usual and ordinary work . . . Acci- 
dental injury includes any injury which is un- 
and just as much 
includes injury sustained by an employee subject 

physical infirmities 
strong and robust.” 
in Southern Stevedoring Company v 
Henderson, 175 IF. 2d 863, it was said: “If he 
injured himself inwardly by straining his heart 
or rupturing an artery, the unexpected event, the 


court 


expected or not designed, 
as injury to one who is 
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fortuitous circumstance, the unintentional result, 
and the legal effect are the same as if the injury 
had been external in character. This is true even 
though there is no strain or exertion out of the 
ordinary when the injury occurred. It is sufficient 
if the particular strain was too great for the indi- 
vidual employee in his singular condition.” An 
injury is unexpected, and therefore accidental, if 
it is not expected by the man who suffers it. 

In another case (Hoage v Royal Indemnity 
Company, 90 Fed. 2d 387), a spasm of the heart 
muscle due to angina pectoris as a consequence of 
overwork and physical and mental strain required 
of an employee in his employment resulted in a 
coronary thrombosis. This was held to be an acci- 
dental injury within the meaning of the Act. The 
court said: “It is well known that nervous shock, 
continued anxiety, and excessive exertions at work 
under trying circumstances may contribute to- 
ward the collapse of persons who are already 
suffering from hardening of the arteries.” 

To comply with the requirement of accidental 
injury, the majority of jurisdictions say there 
need be no external force. For example, the death 
of a janitor resulting from acute dilation of the 
heart, weakened by chronic myocarditis and 
caused by excitement in answering a false fire 
alarm at the schoolhouse, was held compensable 
as an accidental injury notwithstanding the ab- 
sence of a traumatic injury (Thompson v City of 
Binghamton, 218 N. Y. Supp. 345.) 

To recapitulate, the issue of accidental injury, 
one of the requisite elements of compensation, 
may be construed in several different ways. Acci- 
dental injury may be interpreted very narrowly 
and thus may be found only where there is some 
unusual strain or condition not naturally and ordi- 
narily incident to the employment, a minority 
view followed in Maryland. But a large majority 
of the courts give greater scope to accident and 
include within it circumstances where routine 
exertion causes breakage; i.e., where usual and 
ordinary employment leads to something actually 
breaking, rupturing, herniating, or “letting go” 
with a sudden, obvious mechanical or structural 
change in the body; for example, in cerebral 
hemorrhage, vascular rupture, or herniated in- 
tervertebral discs. 

A smaller number of courts, but still a majority, 
and an increasing majority, find accidental injury 
under circumstances where usual and routine 
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exertion leads to coronary thrombosis, myocardi- 
tis, dilation of the heart, arteriosclerosis, and 
similar conditions. Here, too, one would think 
that there is a fairly definite structural change in 
the body, but the change is infinitely more subtle 
than the breaking of an arm or the rupture of 
an aorta. 

One is forced, if he keeps abreast of the ce- 
velopments in the compensation field, to becorie 
conscious of a decided tendency toward greater 
liberalization by the commissions and courts in 
the construction given to accidental injury. 

The second important phase is arising out of tie 
employment. This phrase, too, may be given 
variant interpretations. As a rule, it has been con- 
strued to mean that an injury arises out of em- 
ployment only when it arises out of a risk or 
hazard peculiar to or increased by the employ- 
ment and is something more than the risk common 
to the general public (Refining Company v Forr- 
ester, 180 Md. 517). There is a growing tendency, 
however, to interpret this phrase more broadly, 
so that any actual risk incident to the work, even 
though it may be also common to the public in 
general, will be found to arise out of the employ- 
ment (cf. the New York case of Hughes v Trus- 
tees of St. Patrick’s Cathedral, 156 NE, 665). 


In addition, a minority of courts are now con- 


_ struing arising out of to include accidental in- 


juries that occur because the employment re- 
quired the claimant to occupy what turned out 
to be a place of danger. 

It is quite clear that the term arising out of 
is a broader and more liberal concept than the 
common law agency doctrine of scope of em- 
ployment and the common law ideas of causation. 

An injury arises out of employment if it re- 
sults from the nature, conditions, obligations, or 
incidents of the employment (Spencer v Chesa- 
peake Paperboard, 186 Md. 522). It need not 
have been foreseen or expected, but’ after the 
event it must appear to have had its origin in the 
risk connected with the employment and to hav: 
flowed from that source as a rational consequenc : 
(Schemmal v T. B. Gatch, 164 Md. 571). 

To this point we have touched upon accidento! 
injury and arising out of the employment. Havin:: 
established both of these essential elements, i 
still remains for the claimant to prove a thir: 
element; viz., that the injury arose in the cours: 
of the employment. In the words the course 0° 
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employment, we again face differing interpre- 
tations; however, for our purposes the varied 
construction given by the several courts is not 
particularly relevant. In general, we may state 
that “an injury is said to arise in the course of 
the employment when it takes place within the 
period of the employment, at a place where the 
employee reasonably may be, and while he is ful- 
filling his duties or engaged in something inci- 
dental thereto.” (Lawson, Sec. 14.00) 

I have outlined for you, in a superficial way, 
how the courts have interpreted the several 
phrases in the Compensation Act. It is from these 
phrases that a tremendous amount of litigation 
has arisen. The courts do not always distinguish 
clearly; for example, between accidental injury 
and arising out of. Regardless, however, of lack 
oi clarity of premise upon which the commissions 
and courts base their findings, one obvious trend 
is apparent. In a number of jurisdictions the scope 
oi the meaning of accident is broadening, and, 
likewise, the term arising out of is becoming more 
liberally interpreted. There are also inroads upon 
a restricted construction of in the course of. In 
fact, although the legislatures of the several 
states enacted statutes providing only for com- 
pensation insurance, one does not have to be over- 
ly perceptive to be more than dimly conscious 
of a philosophy, applied in this area, which would 
probably be more appropriate to compulsory health 
insurance. 

Let me illustrate by citing cases from three 
areas of industrial importance. 

First, New York. The principal case there be- 
ing the case of Masse v. James H. Robinson (92 
NE 2d 56). Masse, whose work had long been 
physically hard, was subjected to unusual strain 
and exertion during his working hours in the 
week ending April 15, 1947. On that date, he 
moved a large number of heavy objects, after 
which he looked pale and weak and, on arrival 
home, went to bed. He was wholly disabled until 
his death about six weeks later. The cause of 
death: acute coronary. occlusion. It was the 
physican’s opinion that the cause of death was the 
unusual strain and exertion that had been imposed 
upon Masse by the character of his work during 
his last week of employment. 


On appeal, the intermediate appellate court said, 
“Unusual hard work in usual course of employ- 
ment is not an accidental injury.” But the Court 
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of Appeals, the highest appellate court in New 
York, said: “A heart injury such as a coronary 
occlusion or thrombosis, when brought on by over- 
exertion or strain in the course of daily work, is 
compensable, though a pre-existing pathology may 
have been a contributing factor.” In explanation 
of its legal philosophy, the court proclaimed 
“Whether a particular event was an industrial 
accident is to be determined, not by any legal 
definition, but by the common sense viewpoint of 
the average man.” 

It is indeed difficult to conceive of a more 
liberal and all beneficent attitude toward com- 
pensability. One recent case, however, indicates 
that New York is not yet ready to treat its Work- 
men’s Compensation Act as general compulsory 
health insurance, the court saying that it was at 
least necessary that the regular job activity entail 
greater exertion than the ordinary wear and tear 
of life (Burris v. Lewis 160 N. Y. Supp 2d 853). 

Next, let us look at several cases from Illinois. 
In one such case (Bethlehem Steel v. Industrial 
Commission, 128 NE 2d 714), a claimant collapsed 
and died from coronary thrombosis while en- 
gaged in his customary occupation of loading 
rivets in a heater. The employer contended that 
disability or death from heart disease may be 
deemed to result from an accidental injury only - 
where there is some external violence, or hernia- 
tion, or rupture of the heart or blood vessels, or 
evidence of increased strain or exertion. But the 
court rejected the employer’s contention, saying 
that for accidental injury there need not be ex- 
ternal violence, unusual strain or exertion beyond 
the regular duties of the job, nor internal hernia- 
tion or rupture of the heart tissue or blood ves- 
sels. ““The query in each instance is whether the 
unforeseen and unpremeditated giving away of a 
part of the employee’s body, resulting in disability 
or death . . . could be deemed to be caused or pre- 
cipitated by his work.” 

In a second case of the same year (Laclede 
Steel v Industrial Commission, 128 NE 2d 718), 
where an employee collapsed from coronary oc- 
clusion while performing his regular work, it was 
held compensable. The court said, “Compensation 
may be allowed where a workman’s existing struc- 
ture, whatever it may be, gives way under the 
stress of his usual labor.” 


Thus, in Illinois, there need be no external 
violence, there need be no showing of unusual 
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strain or activity beyond the habitual job require- 
ments. A disability due to a coronary occlusion 
brought on by the worker’s regular and usual em- 
ployment is held compensable. 

Finally, a third industrial jurisdiction worthy 
of our consideration is Massachusetts. In the 
famous Ramos case in 1953 (116 NE 2d 574), an 
employee was removing clinkers from a furnace 
in the usual course of his employment. It was the 
kind of work he was accustomed to performing. 
He went outside to smoke and was there found 
dead. The death certificate read, “Coronary Oc- 
clusion. Coronary Sclerosis. Chronic Myocar- 
ditis.”” Even though there was substantial evi- 
dence that the death was caused solely by coronary 
heart disease and was not attributable to his em- 
ployment, the’ court upheld the compensation 
award. This was an accidental injury arising out 
of and in the course of employment. 

In the same year a coronary death, probably 
due to emotional stress, was held compensable. 
The court said: “We perceive no difference be- 
tween a stress or a strain brought about by 
physical exertion and that occasioned by distress, 
worry, fear or anxiety.” (McMurray’s Case, 116 
NE 2d 847). 

There are a number of Massachusetts cases 
that illustrate the liberality of the court; but, in 
resumé, Massachusetts has held that even ordinary 
or light work or emotional stress which may be 
established simply by inference, is sufficient, under 
the Massachusetts Act, to award a claim to any 
employee dying of heart disease. 

In the light of the cases, is there any wonder 
that industry is somewhat reluctant to furnish em- 
ployment to cardiacs? 

What is the present status of the law in respéct 
to the cardiac employee? A number of jurisdic- 
tions, notably Massachusetts, but also, to some de- 
gree, the other heavily industrialized areas, have 
approached a point where their compensation act 
is used, at least in part, as a compulsory health 
insurance plan for degenerative diseases. 

It is quite clear that many employers do not 
consider health insurance to be properly within 
Workmen’s Compensation, and, therefore, they 
are not likely to accept knowingly such a liability 
as a cardiac in a free labor market. As a result, 
persons with heart disease and, as a matter of 


- fact, all older persons are paying the penalty by 


being denied needed employment, of which they 
may well be quite capable. 
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What are the possible corrective measures for 
this state of affairs so that a cardiac patient can 
hereafter reasonably expect employment or re- 
employment? We have certain sections in the 
Maryland Code that might be relevant. Section 
52 deals with waiver; however, this is of littic 
value in a cardiac case, where death is the fr«-- 
quent result. The employee may not waive the 
death benefits since the death claim is not his 
but his survivor’s right. Further, the survivor may 
not waive that which is not yet his interest. Fur- 
thermore, in Section 52, the waiver provision 
which could conceivably be appropriate to the 
cardiac case is apparently only intended to apply 
to an employee who has sustained a prior indus- 
trial injury and disability, where such prior con- 
dition is the direct and sole cause of the subse- 
quent injury (Bethlehem Steel v Ruff, 203 Md. 
387). 

In a similar manner the apportionment pro- 
vision of the Maryland Act (Section 35, 7) is not 
a convincing argument for the employment of 
cardiacs. In brief, the apportionment section bars 
compensation for the proportion of a disability 
following an accidental injury that is reasonably 
attributable to a pre-existing disease or infirmity. 
Though it may protect the employer in hiring 
workers suffering from a number of infirmities, 
including a cardiac condition, it has no applica- 
tion in the case of death as distinguished from 
disability. 

Another possibility we have in Maryland and 
in states is a Second Injury Fund. The Maryland 
Second Injury Fund (Art. 101, Sec. 67) is di- 
rected at providing compensation where a second 
injury to a scheduled member; i.e., hand, eye, 
results in permanent total disability over and 
above the scheduled compensation for which the 
employer is responsible. But it is only applicable 
where there is a prior loss of named members. 
Perhaps the law could be amended to cover the 
employee certified, for example, by a cardiac 
specialist as having a pre-existing cardiac condi- 
tion. However, because of the amount of the 
death benefit and/or the disability award, it migh 
be questionable whether the reserves of the Sec- 
ond Injury Fund would be adequate. Perhaps. 
however, a possible solution may lie in this area. 

A further possibility is the establishment of ai: 
Expert Medical Board. It has been suggested tha‘ 
there be established a board of medical expert- 
to serve in an advisory capacity to the Commis. 
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sion, supplanting the present system, and to place 
upon this Board the duty of passing upon the 
merits of all cardiovascular cases. A suggestion 
of this sort has merit, but it will entail a great 
deal of study. A similar plan is being used in 
Utah, more or less on a permissive basis, which 
could be the starting point of the study. 

A final possibility is substitutive insurance; a 
suggestion eloquently made in an article by Clark, 
Tousant, and Sprague published in the New 
England Journal of Medicine in 1955 (252 
NEJMed 478). To paraphrase a short portion of 
this paper: Possibly the best answer to the problem 
o! facilitating re-employment, really the crux of 
our problem, and thus rehabilitating the cardiac lies 
in removing cardiac disease as a personal injury 
from the purview of the Workmen’s Compensa- 
tin Law. Perhaps, as many believe, it doesn’t 
rightly belong there anyway, but more correctly 
should be placed in the field of group health in- 
surance. Though the cardiac is not insurable as an 
individual, he is insurable on a group basis, along 


with people with other impairments, provided 
there is a spread of handicapped people through- 
out industry. 

As I see it, we are confronted with a most 
complex problem which involves, first, the rights 
of the employer and his insurer, second, the em- 
ployee both as an industrial worker whose job 
security may be endangered, and as an individual 
whose privilege to work may be hampered, and, 
third, the public with its socio-economic interest 
in the rehabilitation and re-employment of the 
cardiac. 

A satisfactory solution to this problem, if there 
be one, requires intelligent and intensive study; it 
requires understanding and dedicated work on 
the part of members of both of our professions. 


Jupce Nites: Thank you, Mr. Farinholt. I 
have now the honor to present to you Dr. Paul 
Dudley White. 


MEDICAL ASPECTS 


Duptey Wuire, M.D.: It is always a 
pleasure to come back to Baltimore, where I have 
spent many pleasant days and evenings before. 
There are two reasons why I am on this program 
tonight. One dates back to 1921, when for some 
reason or other our small New England Heart 
Association (it was called by another name then) 
was challenged by Dr. Henry Jackson, our first 
president and in whose honor is the annual Henry 
Jackson Lecture of the New England Heart As- 
sociation. He said that we must get many cardiac 
patients back to work, which was the main prob- 
lem as he saw it. This challenge was made in 
1921. Some of us supported this back-to-work 
idea, and I will quote from a paper, “The Cardiac 
in Industry,” which I wrote myself in 1921. The 
challenge has been on my mind, as well as on the 
minds of many of the rest of us, ever since; from it 
arose our interest in rehabilitation and in this dif- 
ficult legal problem. 

The second reason I am here is that about 10 
years ago I was asked to be chairman of a com- 
mittee of the American Heart Association to 
recommend to the medical profession, to the law 
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courts, and to the public at large what we should 
do about this problem of the effect of strain and 
trauma from work on the heart and blood vessels. 
There was a good group of experienced persons, 
but limited to doctors, on the committee. It was 
evident that the committee had a fair amount of 
knowledge about the subject, but there was little 
statistical evidence to be had. We sent a report to 
the Board of the American Heart Association 
after a couple of years stating that we could not 
make any final pronouncement but that we had 
certain ideas concerning which we all agreed; 
these were in the form of answers to questions. 
This was, however, considered unacceptable, and 
we agreed that it would be unwise for the Ameri- 
can Heart Association to risk making a pro- 
nouncement on what we felt was inadequate evi-- 
dence. So the matter lay on the table until a few 
years ago, when we were stimulated to resume 
action in this problem. The American Heart As- 
sociation is being looked to for some sort of state- 
ment. This time we enlisted the help of the legal 
profession. On this new committee of the Ameri- 
can Heart Association we have among our mem- 
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bers legal experts as well as medical experts. To- 
gether we are laboring with this problem now. 
That is one of the main reasons why I have come 
here; namely, to ask your help rather than to give 
you information of any great importance. 

I think you have already been given some of 
the answers to my questions by Professor Farin- 
holt. I really think that I should have asked the 
questions first, before you had the answers, but I 
shall repeat to you some of the problems as we 
meet them in the medical profession and try with 
what little knowledge we have to suggest solutions. 

The first question is: is there any proof that 
trauma per se, not just work, can cause disease 
in an otherwise healthy heart? Now my answer, 
and I think a great many others will agree, is that 
none of the common kinds of heart disease are 
caused by trauma; these are coronary (so-called 
arteriosclerotic), hypertensive, rheumatic, and 
congenital. 

The coronary artery may, however, be cut with 
resulting tamponade or myocardial infarct, but we 
have no proof that trauma per se is responsible 
for arteriosclerotic coronary heart disease. The 
same may be said about the many less common 
and rare types of heart disease, except for five 
direct consequences which are themselves ex- 
tremely rare and due only to severe trauma. These 
are: 

1. By perforation of the heart as by bullet, 
knife, or, in some parts of the country, an ice- 
pick. 

2. By rupture of the heart wall, a valve, or the 
aorta. For example, a healthy young man dove off 
a bridge in Vienna into the Danube and struck 
the water apparently just when his aorta was dis- 
tended; the aorta burst although it was a perfectly 
normal aorta. That can happen, but it is very rare. 

3. By contusion of the heart muscle by blunt 
force as, for example, in a steering wheel injury. 
This is a popular kind of injury to be reported 
though difficult to prove unless one has obtained 
electrocardiograms before and after the injury. 
Electrocardiograms should always be taken after 
an injury of this sort; they might show the con- 
tusion. In animals, blunt force can produce con- 
tusion of the myocardium without breaking the 
skin, but we must remember that there is a wide 
variation of the normal electrocardiogram; and 
unless one has a record taken earlier, one can’t 
interpret minor changes as evidence of disease 
produced by injury. 
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I spend almost half my time nowadays in cross- 
ing out the diagnosis of heart disease instead o! 
confirming it, on the basis of a wrongly or overly - 
interpreted electrocardiogram, including exercise 
test records. There are many physiological effects 
on the complexes of the electrocardiogram whic) 
are wrongly interpreted as the result of coronary 
insufficiency. Just the other day in Atlantic City 
there was a very good paper on the effect of 
hyperventilation on the electrocardiogram. Perhaj)s 
some of you may have heard that paper, in which 
there was shown to be a distinct inversion of the 
T waves from hyperventilation. We ourselves re- 
ported such effects years ago. 

Recently I have been in close touch with Dr. 
Lepeschkin, of Burlington, Vermont, who is one 
of the world’s leading authorities on the electro- 
cardiogram. He married the daughter of Frank 
Wilson; their children should become expert elec- 
trocardiographers. Lepeschkin is studying the 
range of the normal electrocardiogram. I can’t 
overemphasize the importance of that point. The 
range of the normal electrocardiogram in physio- 
logical variations is very wide and isn’t yet ade- 
quately known. We know a lot about disease but 
not enough about health, especially with relation 
to the normal range. I emphasize that time and 
time again. I am sure that there is much misjudg- 
ment about the electrocardiogram. 

Another point of great importance is that the 
heart is not only primarily a muscle, but it is one 
of the toughest and strongest muscles in the body 
and thus can stand a lot of punishment. I have 
seen chests that have been crushed without injury 
to the heart because the heart swings back and 
forth. Sometimes the heart is injured, of course; 
Dr. Helpern, happily, is here and will, I hope, say 
something about that a little later. 

4. The fourth kind of injury to the heart from 
trauma is a late effect; namely, constrictive peri- 
carditis. In rare cases which I personally have 
encountered, as I am sure Dr. Helpern and others 
have also, there has been an injury to the peri- 
cardium and later some constriction of the heari 
by pericardial fibrosis; this has been called chronic 
constrictive pericarditis. 

5. Fifthly, a perfectly ee person can ge: 
into trouble as the result of a disturbance of hear: 
rhythm. Such arrhythmia is only rarely caused bi 
accidents, but trauma can produce it. 

Most of the symptomatology after an accideni 
in the healthy person without direct heart in 
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volvement is, however, due to one of three other 
causes: The first is local chest soreness. An old 
rule is that the more the local tenderness over the 
heart the less heart disease there is. It is rare for 
a cardiac patient severely ill with coronary throm- 
bosis to have any tenderness on pressure over the 
heart even though the heart is in poor condition. 
Almost invariably, tenderness over the precordium 
is of local nature or due to what we call neuro- 
circulatory asthenia. 

The second condition referred to; namely, 
neurocirculatory asthenia, or NCA, as we ab- 
breviate it, is common in individuals who have 
a high degree of nervousness and nervous sensi- 
tivity. It is a combination of symptoms; namely, 
heart ache, palpitation, shortness of breath of the 
sighing type, and tenderness over the heart, all of 
which symptoms can be wrongly interpreted as 
caused by heart disease. It is as common in peo- 
ple who get injured as it is in people who don’t 
get injured. 

Thirdly, cardiac neurosis is a common situation 
in such cases. 

[ refer you to two other contributions in which 
I have been involved with others. In a book by 
Brahdy and Kahn on “Trauma and Disease,” Dr. 
Glendy, of Virginia, and I prepared the chapter 
on trauma and heart disease, which is Chapter 
Two; in the introduction we presented general 
principles, two paragraphs of which I would like 
to read: 

There are several simple rules that are the 
basis of any consideration of cardiac injury. 
In the first place, other things being equal, 
the more severe the injury to the thorax, 
whether penetrating or not, the more likely is 
the heart to be affected. Second, the more 
diseased the heart is, the more easily it is in- 
jured by trauma. Third, the more nervously 
sensitive the subject, the more numerous and 
more severe the symptoms following trauma, 
whether the heart is damaged or not. Fourth, 
the signs of cardiac injury may be evident on 
superficial examination, or they may be so 
obscure that all recognized methods of 
cardiac examination including electrocardio- 
graphy and roentgen-ray study, must be 
utilized. Fifth, the prognosis depends not only 
on the extent of the cardiac damage, but also 
on the extent of pre-existent heart disease, 
on the number and degree of non-cardiac 
complications which result from the trauma, 
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or were present before it, and finally, on the 

efficacy of the emergency treatment and con- 

valescent care. 

Failure to observe these simple rules ac- 
counts for at least one half of the confusion 
that exists today in the consideration of the 
effects of trawma upon the heart. For ex- 
ample, the examiner often does not know 
whether or not any important degree of heart 
trouble was present before an accident. 

This was written twenty years ago but it is still 
true; however, we do know a little more about 
such things now. 

If present, the antecedent heart trouble 
may or may not have been known to the 
patient himself, or to his family. Herein lies 
one of the important reasons for careful, 
routine, annual examinations, especially in 
industries where strain is great or the likeli- 
hood of accidents considerable. Valvular de- 
fects, coronary disease, hypertension, and dis- 
orders of rhythm may exist without being 
evident to casual observers or known by the 
subject himself; careful examination, how- 
ever, clearly reveals them, except in the case 
of minor or transient defects. Not only is it 
important that there should be a record of 
such abnormalities prior to an injury, which 
could be and doubtless has often been blamed 
for them, but the record will also help to 
show how much aggravation of the heart 
trouble may be justly blamed on the trauma, 
and how best to treat the patient. 

I would advise every person to have an electro- 
cardiogram taken before he or she gets injured or 
sick in any way; a doctor will bless you for it 


later on if there is any question of heart trouble - 


coming up; “most important of all, it may serve 
as a guide for the proper regulation of life with 
the aim to avoid, if possible, the very strain or 
other trauma that so often comes. As has been 
pointed out by several observers, some unimpor- 
tant cardiac lesions or disorders do not require 
any particular regulation of the life of the sub- 
ject, while others, more important, are compatible 
with useful activity that is not strenuous, even in 
industrial plants.” 

In 1946 (February) I took part in publication 
of a legal document in the North Carolina Law 
Review, having cooperated with Professor Hubert 
Smith in the article entitled “Scientific Proof in 
Respect to Injuries of the Heart.” We used 
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words of one syllable for the sake of medical 
interpretation to the lawyers. 

The second major question is: can trauma 
cause serious effects in a person who already has 
heart disease; and is the kind of heart disease im- 
portant in this respect? The answer is yes, in 
contrast to the first which was practically no, 
rarely yes. The answer to this second questiun is 
“yes, depending on the severity of the heart 
disease and the degree of the trauma.” Indeed, 
death or disability can ensue. The kind of heart 
disease does make some difference. 

There are many kinds of heart disease. Con- 
genital cardiovascular defects are rarely made any 
worse except in the presence of the serious 
morbus caeruleus; that is, the blue baby type, 
which occurs mostly in children, who seldom sur- 
vive to reach adult life unless they have had the 
operation initiated by Helen Taussig and Alfred 
Blalock here in Baltimore. 

The same thing is mostly true in the case of 
rheumatic heart disease unless it is very severe 
or unless there is a precipitation by fright of 
some serious arrhythmia such as fibrillation or 
flutter, which, however, should be confirmed by 
electrocardiogram. In some cases of mitral 
stenosis, excitement with an increase of heart 
rate, especially if fibrillation or flutter is induced, 
may precipitate pulmonary edema or even right 
heart failure when the reserve is low to start with. 
Reactivation of rheumatism is rarely, if ever, pro- 
duced by trauma; for example, I doubt if a 
sprained ankle might precipitate recurrent rheuma- 
tism. It is the streptococcus that does it. 

Twenty years ago I testified in court in favor 
of the idea that subacute bacterial endocarditis 
might have been precipitated by trauma, but my 
experience since then indicates that this occurence 
must be rare. In the patient on whose behalf I 
appeared, it probably was coincidental rather than 
a matter of cause and effect. 

In cardiovascular syphilis there might be an 
aortic aneurysm which can be ruptured by trauma, 
but this is a rare condition nowadays. Sometimes 
with syphilitic aortitis there is a serious degree 
of aortic regurgitation; in such cases heavy 
physical strain and accidents can do harm. Again 
this is rare today. 

Hypertensive heart disease tolerates much 
strain as a rule unless it is of high degree with a 
weak left ventricle. Then an accident or heavy 


392 


strain could precipitate left ventricular failure and 
cause pulmonary edema. The wall of a hyper- 
tensive aorta may have a dissecting lesion under 
the stress of an accident, but this rarely happens. 

Coronary heart disease is the most common 
kind of heart disease to be affected by strain and 
trauma. Coronary insufficiency as represented by 
angina pectoris and characteristic electrocardo- 
graphic changes may be initiated by heavy strain 
and trauma, but it is not likely that the athero- 
sclerosis behind it is so caused. In other words, 
a high degree of arteriosclerosis of the coronary 
arteries is almost invariably present before an 
accident or strain produces the symptoms; how- 
ever, when the stage is set, angina pectoris, 
coronary thrombosis, and death itself may be in- 
duced within seconds, minutes, hours, or even a 
few days by an unusual strain or accident. I hope 
that Dr. Helpern will say a word about this. 

Question three: can work per se without any 
obvious traumatic incident cause or aggravate any 
kind of heart disease, or must we look for other 
causes ? 


A paper was presented last fall before the 
American Heart Association which discussed the 
poor health of public accountants when they are 
working hard in the winter burning midnight oil 
in preparing tax reports. I was not at that meet- 
ing, but I understand that it was found that these 
accountants had more fat in their blood and were 
more likely to get into trouble at such a time. This 
had been ascribed to overwork. I doubt, however, 
if there was enough consideration given to the 
fact that these individuals during that time doubt- 
less smoked much more, ate much more in the 
way of midnight snacks with some addition of 
weight, and didn’t take time for healthy exercise. 
It is my personal opinion that all these other fac- 
tors are much more significant than the overwork 
itself; however, that theory is for the future to 
justify or not. 


In general, it may be said that work per se does 
not cause any kind of heart disease. There are 
rare exceptions, as in the case of inhalation by 
miners of silica dust that may eventually lead io 
silicosis, which is a disease of the lungs with 
consequent strain on the right heart and the pro- 
duction of the cor pulmonale; but such examples 
are relatively rare, and the statements made by 
us nearly 40 years ago still hold. I would like to 
quote from that paper of 1921 in which I said 
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that there was not, so far as I knew, any indus- 
trial heart disease. That assertion is still true, in 
my opinion. There is, of course, neurocirculatory 
asthenia, but the heart is not to blame for that 
although one can get quite tired. 

The relation of industry to the production of 
arteriosclerosis is still a question to be solved. 
If years of hard work can produce heart disease, 
then industry may be accused of causing heart 
disease, but there is little likelihood of that.* 

There are factors of individual susceptibility to 
the stress of work and other possible strain. Indus- 
try should insist on a proper physical examination 
of the worker. Not only can industry do its share 
in the prevention of heart disease but also can do 
its part in the prevention of heart failure in an 
individual worker who has heart disease. The 
tremendous improvement in the care and health 
of workers in industrial concerns all over the 
country makes it possible to check frequently the 
conditions of the worker with heart disease by 
examinations given weekly or monthly and at in- 
tervals as circumstances demand. By such ex- 
aminations the earliest symptoms or signs of heart 
failure may be detected, and strategic periods of 
rest for a day or two at a time may save the in- 
dividual weeks of illness and loss of income later. 
In 1920 I visited Dr. Wyckoff, who had an im- 
portant Friday evening heart clinic in New York 
City. The clinic was held on that evening so that 
patients might be advised to stay in bed over the 
weekend, if necessary, with little or no loss of 
time from their work. 

We have found heart disease in all races 
throughout the world including acute coronary 
thrombosis in a young Indian, aged 29, in New 
Delhi, when there was supposed to be so little of 
that kind of heart disease in India. The last 100 
patients of my own with heart disease showed a 
wide scattering of occupations. I don’t see, as I 
did once, so many laborers and housewives, but 
we do know that heart disease is increasingly com- 
mon among the laborers who are now becoming 
more prosperous. We must find out why that is so. 

A point of great importance referred to in a 


*Strenuous physical activity need produce no heart 
trouble even though indulged in for many years; for 
example, Clarence deMar, who took part in more than 
200 marathon races, and won a number of them and 
continued such racing even in his sixties, had a sound 
heart and capacious coronary arteries when his body was 
examined after he died of cancer at the age of 70. 
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paper of mine published in 1921 was contained 
in the first sentence, which read: “Heart disease 
and industry are not incompatible.” I shall con- 
tinue to quote: “An individual may be productive 
even while bedridden with heart trouble a large 
part of the time. The active trained mind of a 
cardiac cripple may be more valuable in industrial 
progress than a body in perfect health controlled 
by a dull intellect. In general, we have been in- 
clined to shelter too much our young patients with 
heart disease. They can usually do more than we 
have permitted.” (The Problem of Heart Disease 
in the Industrial Worker, Journal Industrial 
Hygiene, 3:219, December 1921.) 


I was referring to young people at that time, 
but these remarks apply to persons of all ages, 
and we should not stop a person who is able even 
if he has heart disease at the age of 75 or 80 
unless he is an invalid. Such a person can con- 
tinue to be useful not only to himself but also to 
the whole world. These older people can usually 
do more than they are permitted to do. To con- 
tinue the quotation: “An example of the interest 
experienced in their own future as a group is a 
letter which I received recently from a young man, 
20 years of age, who has been crippled since child- 
hood by rheumatic heart disease and, for that 
reason, unable to obtain all the education which 
he desires and who is now facing the need of 
supporting himself without the best training for a 
clerical job. He is unable to do hard physical 
work and cannot obtain even light work because 
of the stigma of his heart disease. His plea for 
the future of the whole group of young people 
with heart disease overshadows all the rest of his 


letter. He is a champion of their cause.” Now, it — 


would appear that cardiac patients of all ages need 
us doctors as champions of their cause. 


Another point I emphasized at that early date 
is that every industrial worker with heart disease 
is a problem in himself, and it may be much 
wiser not to try to change his job even though it 
seems rather hard to some of us. If we do try to 
change the job to something easier, it may be 
something that the patient has to learn all over 
again and thus may prove to be more difficult. 
His old job working eight hours a day may allow 
him to be freer from symptoms than any other 
activity in the 24 hours. This we have found fre- 
quently. Many of my patients with angina pectoris 
have little or none of it while at work but a mod- 
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At the recommended antiallergic and anti- 
inflammatory dosage levels, ARISTOCORT means: 

* freedom from salt and water retention 

* virtual freedom from potassium depletion 

* negligible calcium depletion 

* euphoria and depression rare 

* no voracious appetite — no excessive weight gain 

* low incidence of peptic ulcer 

* low incidence of osteoporosis with compression fracture 
Precautions: With artstocort all traditional precautions to corticosteroid therapy 
should be observed. Dosage should always be carefully adjusted to the smallest 
amount which will suppress symptoms. 
After patients have been on steroids for prolonged periods, discontinuance must be 
carried out gradually over a period of as much as several weeks. 
Supplied: 1 mg. scored tablets (yellow) ; 2 mg. scored tablets (pink); 4 mg. 
scored tablets (white) ; 16 mg. scored tablets (white). 


Diacetate Parenteral (for intra-articular and intrasynovial injection). Vials of 
Sec. (25 mg./ce.). 
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erate amount when they are not working due to 
various factors of stress and strain outside of 
work. 


The idea that the stress and strain of hard 
physical or mental work per se can damage the 
heart valves or cause hypertension or initiate 
atherosclerosis in the absence of other factors is, 
I am quite sure, untrue. There is a popular mis- 
conception that work is bad for a person, but all 
indications are that the reverse is true; namely, 
that work is good for the health and the heart, but 
there should be good health habits in a hard work- 
er. In the case of a mental worker, the relaxation 
of a really good program of regular physical 
exercise, the avoidance of obesity and of an over- 
rich diet, and.the sensible limitation of tobacco 
and alcohol is most important. For example, I 
have had many patients who smoked heavily for 
years finally stop upon my advice. When they 
came back to me a year later, almost all of them 
spoke enthusiastically of a feeling of positive 
health since stopping tobacco. 

Although I have just stated that many patients 
are better off at work than during any other time 
in the 24 hours, it is also true that some people 
find getting to work or returning home from work 
difficult because of weather conditions or awkward 
transportation arrangements. It would be wise for 
such individuals to go by taxi to and from work in 
order to keep working. The cost of the taxi would 
be more than offset by the satisfaction of working 
and the income derived from the work. This con- 
cept applies to school teachers as well as to factory 
and office workers and to all others whether they 
are self-employed or employed by others. Inter- 
estingly, when I visited Moscow a year or so ago, 
I found in certain of the large industries what 
were called prophylactoria, consisting of large 
wards for people who had hypertension or angina 
pectoris more evident when they were away from 
work than when they were at work. These em- 
ployees are kept at the plant for a week or more 
at a time to protect them from the stress which 
is more common in their lives outside of rather 
than during working hours. Of course, there are 
individuals who cannot work, but these are in the 
minority, and many of them have periods in 
which they can return to work. Work, as Sir 
William Osler said many years ago, is a master 
word in one’s life program. 


Sometimes the busy top executive is thought to 
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be more of a candidate for coronary heart disease 
than his employees, whether white collar or other- 
wise, but this is being found not to be true nowa- 
days. A recent study carried out by the du Pont 
Company showed that the wage roll employee 
showed more myocardial infarction from coronary 
thrombosis than did the top level executives. We 
need many more studies of this sort. 

The fourth question is: what are the most im- 
portant problems at present with reference to the 
relationship of trauma and the so-called strain of 
work to cardiovascular diseases? 


The outstanding problem, of course, is that of 
the precipitation or aggravation of coronary heart 
disease in the form of angina pectoris, coronary 
thrombosis with or without myocardial infarction, 
or sudden death as the result of work. Most of us 
do not believe in the initiation relationship except 
in the rarest traumatic cases and, indeed, only in- 
frequently in the aggravation relationship. For 
example, most coronary attacks occur away from 
the job, frequently when at complete rest in bed 
at night. A certain uniform activity of the cir- 
culation is desirable with avoidance of the slug- 
gishness during complete rest and the peaks of 
overexcitement or excessive physical effort, as in 
pushing an automobile out of a snowdrift. No one, 
of course, would advise a person with angina 
pectoris or other evidence of coronary insuffi- 
ciency or fatigue of the heart muscle to shovel 
snow, even though I do it myself; but as far as I 
know, I have maintained excellent health and have 
kept up a program of physical fitness which might 
well be followed by many others of my age, in- 
cluding doctors whose health is not as good. In 
some cases it might be necessary to start with a 
program of gradual retraining, but it is never too 
late to help one’s self to better health. To warn all 
people past the age of 40 against shoveling snow 
simply because a few have gotten into trouble is 
absurd. It would be even more ridiculous than 
banishing all automobiles from the roads because 
some people get hurt. 

A less common, but none the less important, 
problem is the induction of pulmonary edema in 
the presence of severe mitral stenosis or of severe 
hypertension or massive pulmonary embolism or 
rupture of the aortic wall or the precipitation of 
cerebral hemorrhage or thrombosis. 

Finally, we come to question five, which has 
been partly answered, but is the chief reason why 
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I am here. What do we believe may be the wisest 
course of future action in our attempts to solve 
the difficult medicolegal problems that we face in 
the relationship of trauma and the strain of work 
to heart disease? 

In the first place, we need the accumulation of 
more extensive factual data, adequate statistically, 
concerning the actual relationship of the kind and 
severity of trauma and of occupational strain to 
the initiation or aggravation of heart disease, par- 
ticularly of the coronary type. We need studies 
something like the du Pont Company study al- 
ready referred to and to research being conducted 
in Chicago by Dr. Oglesby Paul. Other such 
studies are needed but more intensive. We must 
have such information to speak with more assur- 
ance than we have done before. Clinicians and 
pathologists alike, such as the members of our 


Dr. HELPERN: I would like to congratulate Pro- 
fessor Farinholt and Dr. White on their excellent 
presentations of this problem. I was particularly 
impressed with the point of view of the legal 
minds, increasingly evident over the years, that 
recognizes the fact that heart disease is not analo- 
gous to a broken leg and the problem of evaluating 
disability is not as simple as determining that 
which is occasioned by a broken leg for which a 
definite schedule of loss has been evolved. 

I was also interested to hear about the Masse 
case and the other case quoted, in both of which 
it seems to have been taken for granted that death 
had resulted from an acute coronary thrombosis. 
If there is one point I would like to get over to- 
night in this discussion, it is this: when people 
in apparent health die suddenly and unexpectedly 
from occlusive coronary artery disease, they rare- 
ly manifest a fresh acute coronary thrombosis. In 
most instances, death results from an already 
existent, more or less extensive, occlusive coro- 
nary atherosclerosis for the most part gradually ac- 
quired, but which may or may not in the past have 
been complicated by either an acute thrombotic 
occlusion of the lumen of the diseased artery or 
by a hemorrhage into an atheromatous plaque in 
the artery wall that to the naked eye might be 
mistaken by the pathologist for a thrombus, es- 
pecially after it has undergone some degree of or- 


Jury, 1960 


committee of the American Heart Association, are 
trying to solve this problem. I hope that Dr. Mil- 
ton Helpern will speak further about that. 

Finally, just as important, there must be de- 
veloped in the courts a better legal situation con- 
cerning the appraisal of accident and Workmen’s 
Compensation cases. It is because of this that we 
have our American Heart Association committee’s 
representatives of the law here tonight and that 
I have come to Baltimore this evening to ask for 
help and advice. 

In conclusion, I feel optimistic about the fu- 
ture, but we must work hard in order finally to 
make an adequate pronouncement. 

* * * * * 

Jupce Nites: Thank you, Dr. White. At Dr. 
White’s suggestion, I now ask Dr. Helpern if he 
will say a few words. 


ganization with the passage of time. Careful 
microscopic study by the method of serial section 
will reveal that some apparent thrombi are, in 
fact, hemorrhage in the artery wall or a combina- 
tion of hemorrhage and thrombus. 

I was pleased to hear Dr. White talk about non- 
penetrating blunt force injuries of the chest and to 
emphasize how relatively uncommon this type of 
injury is. There is no question that the heart may 
be injured in this way. In many instances death 
is rapid, but in some it is delayed. I should say 
that any experienced pathologist autopsying this 
type of case would have no difficulty recognizing 
and evaluating the traumatic nature of the injury. 
It is rather unusual for a person to sustain an 
isolated blunt force injury of the heart in the 
absence of severe trauma to other parts of the 
chest and body. When one considers the anatomy 
of the heart and its position in the thorax, one 
realizes that the region of the heart which is most 
exposed and vulnerable to blunt force injury is the 
anterior wall of the right ventricle behind the 
breastbone, ribs, and interspaces. It is not the left 
ventricle but the thin anterior wall of the right 
ventricle that is most exposed. Thus, one oc- 
casionally finds cardiac injury in persons who 
suffer a localized impact from a flying object, of 
one type or another, over the sternum or just 
to the right of it. An immediate rupture of the 
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right ventricular wall or a contusion with delayed 
rupture might result. The pericardial sac might 
remain intact to receive and contain the extra- 
vasated blood. These injuries, as I have pointed 
out, are evident as such, and no informed pathol- 
ogist should confuse them with an infarction that 
might complicate an occlusive coronary atheroscle- 
rosis. Over the years one sees a certain number of 
non-penetrating direct injuries to the heart, but 
they occur infrequently and are especially inter- 
esting when they are encountered. The majority 
of people who develop cardiac symptoms after 
trauma, either to the chest or to other parts of the 
body, are manifesting an indirect effect on a pre- 
existing heart disease which may not have been 
symptomatic before the injury. Many people have 
unrecognized heart disease with symptoms which 
are not characteristic or typical of occlusive 
coronary artery disease. In eliciting a history from 
the family of a victim of sudden and unexpected 
death from this disease, you will be told that the 
deceased was never sick. When you ask how he 
was the day before his death, the family might 
recall that he had some “indigestion,” which they 
are apt to attribute to some dietary indiscretion. 
The suggestive symptoms are usually blamed on 
what the individual ate or attributed to a non- 
existent ulcer, for there is reluctance to consider 
these digestive symptoms as the result of pre- 
existing coronary heart disease. Families, and 
frequently physicians, refuse to accept an ex- 
planation that death was caused by occlusive 
coronary artery disease when the deceased had 
always been considered robust, active, and in no 
way handicapped by his unsuspected disease. 
There are other cases, too, in which we obtain a 
positive history but without indication of how 
severe the disease was. 

I think it is significant to emphasize that in 
occlusive coronary artery disease, which is the 
most common variety of heart disease encountered 
in compensation and other medicolegal cases, the 
most common lesions are those in which the oc- 
clusive process in the arteries has resulted from 
progressive atherosclerosis. We see fatalities in 
which the sclerotic occlusion is segmental in dis- 
tribution; only segments of the arteries are in- 
volved, but severely so. The extent of the process 
is not always concomitant with the age of the 
individual. There are cases in which the coronary 
arteries are extensively involved with sclerosis, 
calcification, and narrowing of the lumen without 
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evidence of there ever having been an acute 
thrombosis. In other cases, there has been an acute 
occlusive complication by intimal hemorrhage, 
luminal thrombosis, or both without correspon:- 
ing symptomatology or awareness that it had oc- 
curred. There are other unexpectedly fatal cases 
in which unsuspected myocardial infarction had 
occurred in the past and still others without myo- 
cardial infarction. Then there are the cases :n 
which apparently healthy, normal people were su)- 
jected to a searching physical examination, in- 
cluding electrocardiography and fluoroscopy, with 
no indication that sudden death from undetected 
occlusive coronary artery disease was imminent. 

Another point raised by Professor Farinholt is 
whether we would be right in trying to devise 
methods of ascertaining the existence of heart 
disease with the idea of excluding persons af- 
flicted with it from employment. Many such per- 
sons have great capabilities that are necessary and 
important in industry and in all other types of 
endeavor. To exclude them from employment be- 
cause they represent a potential risk to the em- 
ployer from the standpoint of the Workmen’s 
Compensation law would certainly do more harm 
than good, in the long run. Up until the time that 
sudden and unexpected disability or death from 
occlusive coronary artery disease occurs, these ap- 
parently healthy people could have, by their ac- 
complishment, merited whatever cost society and 
the employer might bear by an untimely onset of 
disability or death under circumstances leading 
to the finding that the occurrence was accidental 
and compensable within the meaning of the Work- 
men’s Compensation laws. 

As Dr. White has mentioned, the work of the 
subcommittee for the study of the relation of 
strain and trauma to heart disease is in progress. 
As part of this study, we are collecting data from 
cases of sudden and unexpected death from oc- 
clusive coronary artery disease investigated and 
autopsied by the Office of Chief Medical Ex- 
aminer in New York City. This work is being 
carried out in the Department of Forensic Medi- 
cine of the New York University Postgraduate 
Medical School. We are not only making an in- 
tensive study of the pathological findings in the 
coronary arteries but also attempting to correlate 
the circumstances preceding these sudden deaths 
In most cases, the coronary arteries are extensive- 
ly or segmentally occluded, but fresh acute oc- 
clusive lesions are infrequent. The underlying 
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disease is a gradually progressive atherosclerosis 
of the coronary arteries with a variable pattern of 
distribution and extent, the localization determined 
by hemodynamics factors. As one studies the old 
occlusive “atherosclerotic” lesions, one is im- 
pressed, in many cases, with the evidence that this 
gradual process had been punctuated and abruptly 
complicated by episodes of acute hemorrhage into 
the atheromatous plaques; such hemorrhage could 
have the effect of suddenly increasing their size 
and thickness with abrupt diminution in the 
caliber of the lumen. In arteries grossly sug- 
gestive of a recent or not too old acute occlusion 
of the lumen, serial section studies indicate that 
the acute occlusive lesions were, in fact, hemor- 
rhages into intimal plaques or thrombi frequently 
associated with such intimal hemorrhages. It is 
surprising, in cases of sudden and unexpected 
death from occlusive coronary artery disease, how 
infrequently one encounters fresh acute occlusive 
lesions in the diseased coronary arteries. With 
regard to the changes in the myocardium in un- 
expected death from coronary artery disease of 
apparently healthy persons, in about half the 
cases, there is no evident involvement by old or 
fresh infarction. Most of the remaining cases re- 
veal replacement fibrosis of old infarctions of 
varying amount. Relatively few hearts have fresh 
infarcts. 

There is neither a consistent pattern of the 
pathological lesions in the coronary arteries and 
myocardium of the hearts of persons who die 
suddenly from occlusive coronary artery disease, 
nor one of correlation between preceding circum- 
stances and the occurrence of sudden disability 
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or death and between circumstances and lesions in 
the heart. There is great variation in circum- 
stances. When a young, apparently healthy person 
dies suddenly from this disease while playing 
handball or engaging in some other strenuous 
sport, when another person dies during occupa- 
tional exertion, the incidents are dramatic and 
impressive; yet other individuals die before going 
to work, or in the evening, or during sleep, or 
while otherwise relaxed. Thus far, no consistent 
pattern of correlation has been seen between cir- 
cumstances and the onset of disability or death. 
If people only died from occlusive coronary 
artery diseases while undergoing physical exer- 
tion or emotional stress, a relationship could be 
assumed even though the mechanism was not 
clear. In unusual cases, such as the one mentioned 
by Dr. White in which death occurred after 
severe exertion under trying conditions, it is rea- 
sonable to conclude that the circumstances were a 
precipitating factor in the onset of disability or 
death; but in the ordinary case in which a man 
dies while working, it is questionable whether he 
died at the moment he did because he was work- 
ing. To answer the question honestly and reason- 
ably, one would have to admit that he did not 
know whether the person would have died sooner 
or later had he not been working. The question is 
frequently asked in the compensation court: 
would this man have died at the same precise 
moment if he had not been working that day. Well, 
the answer is that one doesn’t know; he could 
have died sooner or he could have died later, and 
I don’t think anyone is ever going to resolve that 
question with reasonable certainty or probability. 


QUESTION AND ANSWER PERIOD 


JupceE Nixes: Ladies and gentlemen, would you 
please come to order. 

The first question which I have is addressed 
to Dr. White. It is: What is the longest period of 
time it would take for the aggravation of a pre- 
existing heart condition due to trauma to reveal 
itself ? 

Dr. Waite: That is a difficult question. I wish 
Dr. Helpern would say a word about this, es- 
pecially about the interval of time between the 
onset of coronary thrombosis and the manifesta- 
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tion thereof. I believe that it might take an in- 
terval of from a few seconds to several days, but 
I don’t know that we can set any clearcut limits. 
Incidentally, I have seen patients who have had 
atrial flutter with a rapid heart rate, even some 
congestive failure, for days or weeks before they 
became aware of their difficulty; they were work- 
ing intensively and didn’t want to stop although 
they were short of breath and beginning to show 
obvious signs of congestion. Such persons don’t 
seem to know when they actually begin to be in 
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trouble, although most individuals are quite sen- 
sitive to the tachycardia when their heart begins 
to race at rates of 160 to 200. Some persons are 
so insensitive that they don’t know when the heart 
racing begins. 


I’ll ask Dr. Helpern to add a word about the 
length of time after the onset of coronary throm- 
bosis before it might become evident. 


Dr. HELPERN: That brings up the question as 
to whether coronary thrombosis actually results 
from any such mechanism. If coronary artery 
thrombosis is preceded by hemorrhage into an 
atheromatous plaque, or if the acute occlusion of 
a coronary artery is produced by such a hemor- 
rhage encroaching on the lumen of the artery, 
conceivably an. incident or episode might induce 
changes in coronary artery flow and pressure to 
initiate hemorrhage into an atheromatous plaque 
that could be further complicated by luminal 
thrombosis, the process taking a variable amount 
of time, even days, to be concluded. The same 
process can occur spontaneously in the absence 
of a particular episode during the ordinary course 
of one’s existence, so that any attempt to relate 
the process to an exertional incident is speculative, 
more so since acute occlusions of coronary arteries 
are diagnosed clinically when myocardial infarc- 
tion is evident; not all acute occlusions are com- 
plicated by infarction and not all acute infarctions 
are temporally related to an acute occlusion of a 
coronary artery. The occlusion in the artery may 
have developed long before and existed silently 
for a considerable time. Acute coronary artery 
occlusions may be entirely silent and not sus- 
pected of having occurred until clinically evident 
myocardial infarction or sudden death occurs. 
Many persons in apparent health die suddenly 
from unsuspected occlusive coronary artery 
disease without myocardial infarction or fresh 
acute occlusive lesions and exhibit old occlusive 
lesions gradual in development with indication, in 
some cases, of old acute occlusive complications of 
intimal hemorrhage with or without luminal 
thrombosis. In a clinical case, in which one does 
not have the opportunity of accurately correlating 
clinical and pathological findings, it may be almost 
impossible to give a precise answer. In 28 years 
of experience in our Medical Examiner’s office, 
where a large number of traumatic and natural 
deaths are autopsied, I have observed only one case 
of injury to the chest wall with other associated 
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severe injuries, the result of an automobile col- 
lision after which the victim survived an hour, 
in which at autopsy a contusion and rupture of 
the proximal segment of the right coronary artery, 
the one most exposed to direct blunt force injury, 
was complicated by a fresh rapidly propagating 
thrombus in the lumen of the involved segment 
that had developed in an hour at most. In most 
cases it is difficult to determine how long a time it 
takes for a luminal thrombus to develop. 

Dr. WHITE: May I simply add that in most of 
the coronary cases that I have seen, there seemed 
to be no connection with any particular strain; 
but in the few where there was a possible connec- 
tion, the time interval varied from at least minutes 
up to hours, but never to more than a few days. 

Jupce Nixes: The next question is a very short 
one to Dr. White, followed by a double question, 
one part to Dr. White and the other to Mr. 
Farinholt. The first question, Dr. White, is: Could 
you give us the complete name of the book that 
you mentioned on trauma and disease, the author 
and publisher? 

Dr. Wuite: This is a book called Trauma and 
Disease, edited’ by Leopold Brady and Samuel 
Kahn, published by Lea and Febiger in 1941 in 
its second edition; there isn’t any third edition, 
so far as I know. It is probably out of print, 
but can be found in medical libraries. It contains 
a lot of material on trauma and disease. 

Jupce Nixes: This is the double question, the 
first part to Dr. While: Are second myocardial 
infarctions, both of which have been sustained 
while at work, usually blamed on the first infarc- 
tion? The second question is: Jf so, Mr. Farin- 
holt, what is the court ruling? 

Dr. Wuite: My answer to the first part would 
be that such infarcts are usually in different parts 
of the heart, involving different vessels. But the 
process is the same, with considerable to extreme 
degrees of atherosclerosis of several arteries and 
involving different parts of the heart muscle. One 
infarct isn’t necessarily related to another. It is 
true, however, that any one attack means direct 
involvement of an important coronary artery, 
which isn’t likely to be an isolated lesion. 

Jupce Nixes: Mr. Farinholt? 

Mr. FarinuHott: As I understand the question, 
it is: if it be found that the second myocardial 
infarction is due to the first, is the second com- 
pensable? I suppose that the questioner has in 
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mind the waiver provisions of the Maryland Code. 
Section 52 of the Code, as I have described earlier, 
has little, if any, application to the usual cardiac 
case. Briefly, this section of the code may be ef- 
fective to avoid compensation only if a waiver has 
been taken by the employer and then only if the 
waived condition is the sole cause of the second 
industrial injury. 

Dr. WuiteE: May I add a comment? Attacks of 
coronary thrombosis with or without myocardial 
infarction do not usually occur within a few days, 
weeks, or months of each other; often years elapse 
between them. 

Jupce Nites: Dr. White, here is a long ques- 
tion: Deceased suffered a heart attack while driv- 
ing an automobile, whereupon the victim left the 
road and came to rest against a tree. The indi- 
vidual had a moderate hypertension for 18 years, 
and on the morning of his death he complained of 
some discomfort. The policeman said the man was 
dead when he removed him from the car, and a 
lay witness reported he saw the car slow down and 
strike the tree. He immediately observed that the 
color of the driver had changed. The medical ex- 
aminer gave the cause of death as coronary oc- 
clusion, and the question was whether the accident 
was directly or indirectly a contributing factor to 
the cause of his death? 

Dr. Waite: It reminds me of the riddle, which 
came first, the hen or the egg? Perhaps Dr. 
Helpern can answer that one better than I. I will 
say, from the evidence, that there were symptoms 
before the accident; probably this so-called in- 
digestion was the beginning of trouble, leading up 
to a thrombosis in the coronary artery. He had 
discomfort even when he was driving along and he 
happened to die at this particular time; perhaps 
the termination of his life was accelerated a little 
bit by the accident. 


Jupce Nites: Is that yes or no? 
Dr. Wuite: Both. 


Dr. HELPERN: I want to thank Dr. White for 
his great confidence in my being able to resolve 
the chicken and egg story, but I assume, in con- 
nection with the question, that when the term 
coronary occlusion was used there was an acute 
occlusion in the artery found at autopsy. That is 
another point which I think ought to be clarified. 
When the average person talks about coronary 
occlusion, he means an acute occlusion by a 
luminal thrombosis. Actually, many coronary oc- 
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clusions that are complicated by myocardial in- 
farction and most occlusions that are responsible 
for sudden death represent a combination of 
gradual atheromatosis and episodes of old intimal 
hemorrhage and thrombosis. We should try to 
think in terms of the precise character of the oc- 
clusive process, whether the occlusion is gradual, 
or “sclerotic,” or the result of a fresh acute intimal 
hemorrhage or luminal thrombosis. In this case, 
it is evident from the pathological findings that 
the occlusion was acute and fresh, and I quite 
agree with Dr. White that such an acute occlusion 
must have existed prior to death and could not 
have developed at the instant of death. It takes 
time for even an acute coronary thrombosis to 
develop, and, therefore, I think it is a reasonable 
explanation for the accident in the absence of any 
other more compelling explanation. 

Jupce Nixes: The next question is a question 
to Dr. White: Can fright, such as from an ex- 
plosion, cause a myocardial infarction; not neces- 
sarily death? 

Dr. Wuite: I have already said that, in my 
experience, physical or emotional strain has not 
caused damage to a healthy heart. There was only 
one case that I ever heard of presenting such a 
cause and effect relationship. That person was 
reported by Dr. Maitland. Out of 2,000 cases, one ~ 
young man died suddenly, and probably from 
fright, and nothing was found to explain it. That 
is the only case I ever heard of. Certainly if there 
is already a severe degree of coronary atheros- 
clerosis, a person can die suddenly from coronary 
insufficiency precipitated by almost any physical 
or emotional strain. 

Jupce Nites: A person can die from fright? 

Dr. Wuite: Yes. 

Jupce Nizes: Which has nothing to do with 
the heart? 

Dr. Wuite: That one case indicates that one 
can have standstill of the heart. I have never per- 
sonally encountered a case of death from vaga- 
tonia; they must be quite uncommon. 

Junce Nites: I will divulge a secret. It is that 
Dr. White has been trying to shoot harpoons into 
whales with electrocardiographic wires attached to 
the harpoon. He is now going out to Australia to 
do the same to ostriches and kangaroos. 

A question for Mr. Farinholt: If the rehabili- 
tation of a cardiac depends to some extent on his 
re-employment in industry, how can an employee 
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counteract the well-known reluctance of employers 
to hire him? 

Mr. Fartnuwoit: There is certainly a well es- 
tablished reluctance to hire the employee who is 
suffering from cardiac involvement. From the 
purely legal standpoint, under the present state of 
the law, the cardiac stands in the same position 
in regard to compensability as does a non-cardiac 
or even a robust healthy youth of 21. The Mary- 
land statute provides that compensation shall be 
paid for disability or death of the employee result- 
ing from an accidental personal injury arising out 
of and in the course of employment. The Mary- 
land law is clear that if there is a subsisting con- 
dition, or illness, or incapacity, or physical in- 
firmity, or disability which is caused, increased, 
accelerated, or precipitated by an accidental in- 
jury arising out of and in the course of the em- 
ployment, it is compensable. In the case of 
Thompson v Standard Wholesale Phosphate Sand 
Works (178 Md. 305), the claimant had a pre- 
existing bronchial and heart disorder that had 
caused him to be hospitalized a number of times. 
His death, which the jury found to be the result 
of myocardial failure, embolism, and broncho- 
pneumonia, was held compensable because his 
death as the result of the disease was accelerated 
by an accidental injury, a slip from a ladder. 

The common law tort defense of intervening 
superceding cause breaking the chain of causation 
has little place in compensation law. The em- 
ployer, if he is a self-insured, or the insurer, in 
fact, the consumer of the product ultimately, will 
bear the burden of the compensation award even 
though one important factor leading to the em- 
ployee’s disability or death might be a heart con- 
dition. 

Jupce Nites: Dr. White, I have a question for 
you: How definitely is it possible for a physician 
to testify in court as to whether an injured work- 
man can continue in his ordinary work? 


Dr. Wuite: My experience has revealed no 
really good tests of physical fitness or cardiac 
fitness except the work itself. There is no better 
way than observing a person at work to see if 
there is any trouble therefrom, such as the pro- 
duction of coronary insufficiency or of myocardial 
insufficiency (that is, of congestive heart failure), 
of an extreme tachycardia, or of some other evi- 
dence that the work is doing any harm to the 
heart. That is the only test which I think is valu- 
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able. Most of my patients, unless they are in 
frank failure or have severe coronary insufficiency 
or acute myocardial infarction, return to work. | 
would like to ask Professor Farinholt a question. 
Can we hope that the legal profession will give « 
pronouncement to the doctors of the America 
Heart Association as to how best to deal with the 
question of litigation in courts about the effect 0: 
work, strain, and trauma on the heart. Which one 
of the suggestions that he presented to us tonigh: 
would he recommend, or is there something thai 
is going to be better, or does he think that none 
of these is satisfactory? 

Mr. Farinuoit: In the present state of the 
law, I doubt if anything that we have at the 
moment would be satisfactory. I feel that an in- 
tensive study should be made. Perhaps a possible 
answer would lie in one of two fields, the second 
injury fund or health insurance. An amendment 
could be enacted so that the second injury fund 
would apply to the cardiac case. The employer, 
then, would know that he was not in danger of 
paying compensation for a simple cardiac death 
that happened to occur during the time of employ- 
ment. To draft such an amendment would be a 
fairly easy task; however, its enactment might be 
opposed by certain interested parties. 


Another possible answer might be compulsory 
health insurance. I believe it should be openly 
admitted that we are confronted with a health 
insurance problem. Heart involvement in an in- 
dustrial setting should not, perhaps, be treated as 
a compensable personal injury but rather as a 
degenerative disease subject to compulsory health 
insurance. 


There is a third possibility, but one that is not 
likely to be successful in our state; that is, the 
establishment of a medical board to advise the 
commission and/or the courts on the basis of 
criteria established by the medical profession of 
the proper relationship between cause and effect. 
between the injury and the death of the cardiac. 
A medical board, using such criteria, might be able 
to advise the commission or court and thus avoid. 
to a great extent, the present “battle of experts,” 
a performance which I do not believe reaches 
toward justice and I am sure does not enhance 
the reputation of a number of doctors or lawyers. 
Utah uses such a medical board. 


Dr. Wuite: Is that proving to be successful, 
the Utah plan? 
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Mr. FartnHoit: The Utah plan has two es- 
sential features: (1) formulation of criteria for 
compensability in cases of coronary heart disease, 
(2) establishment of a panel of cardiologists to 
examine claimants and advise the industrial com- 
mission. 

A nine man panel of cardiologists was ap- 
pointed, from which three are chosen to review a 
case before hearing. These doctors are permitted 
to examine the employee in nonfatal cases. All 
available evidence concerning medical history, ac- 
tivity of the employee at home, before and during 
this employment, is supplied to the panel. In death 
cises, an autopsy is required by the Utah statute. 

A copy of the panel report is mailed to the ap- 
piicant, the employer, and the carrier; and a letter 
is written advising the parties ef the procedure 
followed and making it clear that the commission 
is inclined to accept the panel’s opinion. By so 
doing, a number of hearings have been avoided. 
It would be extremely difficult to adopt such a 
procedure here. We have not been educated to this 
level, I am afraid. 

Dr. Wuirte: It seems to me that the health in- 
surance suggestion is the most practical. 

Mr. Fartnuott: I think that is what is being 
done now in many states. The Workmen’s Com- 
pensation Act, which is insurance for compensa- 
tion, is being used not only for compensation alone 
but also for health insurance of degenerative 
diseases. We might as well look it in the face and 
adopt such a view, I agree. 

Dr. Wuite: May I add that we are asking our 
friends here to help us during the next year or 
two so we might make some final suggestions, or 
at least further suggestions, to the American 
Heart Association as to their cause of action in 
the difficult and, as yet, unsolved problems. 

Jupce Nites: There is one question that can be 
addressed to Dr. White: What is the New York 
statutory discrimination as to persons 45 to 65 
years old? That, of course, must be asked in the 
context of what is the effect on the heart? 

Dr. Wuite: 45 to 65 years of age, of course, 
cover the critical peak of work of most men. 
Coronary heart disease affects relatively few 
young or middle aged women, but many middle 
aged men; and to restrict all of them, or even 
half of them, from work would be a great mis- 
fortune. 

Jupce Nixes: Mr. Farinholt? 
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Mr. FaRINHOLT: Judge, this is a law pro- 
hibiting discrimination because of age. There is 
forced upon the employer a risk, at least under 
the law, particularly in New York, Massachusetts, 
and Illinois, though not yet in Maryland, which 
I am sure he does not want to take; the risk of 
being required to compensate one who is more 
likely to have a pre-existing heart condition than 
if he were younger. If the employee happens to 
die at work rather than at home in bed, as Dr. 
White has suggested, the employer would be held 
responsible under the present laws in quite a few 
states. I am sure that the employer does not look 
too favorably upon this sort of rule. The real 
issue is, I think, one of job security and re- 
habilitation of a person who has been ill and 
whose rehabilitation depends a great deal, as Dr. 
White has brought out, upon re-employment and 
the feeling that he is worth something to himself 
and to his community. The law you mention at- 
tacks discrimination because of age. The result is 
quite burdensome to the employer because of the 
risk he runs of responsibility for compensation of 
an employee who suffers from a degenerative 
disease. It is a step toward employment and re- 
employment of people of this age; yet, because of 
the present interpretation of the Workmen’s Com- 
pensation Acts of a number of states, it may seem, 
and actually be, oppressive to the employer. 

Dr. Wuite: Would health insurance be pre- 
ferable? 

-Mr. Farinuott: I think so. 
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MEDICAL SOCIETY HEARS DR. THOMAS 


T A RECENT MEETING of the Allegany-Garrett 
County Medical Society, held at the Cumber- 
land Country Club, the speaker was George J. 
Thomas, M.D., chairman of the Section on An- 
esthesiology, University of Pittsburgh School of 
Medicine. He is also in charge of the Depart- 
ment of Anesthesiology at St. Francis General 
Hospital and Medical Center Hospital in Pitts- 
burgh. 
His address was “Explosion Hazards in An- 
esthesia, Their Causes and Prevention.” Dr. 


Thomas had one of the most attentive audiences 
when he demonstrated the many ways static elec- 
tricity could ignite ether and other inflammable 
anesthetics in the presence of oxygen. 

Emphasis was placed on proper placement of 
conductive material. Dr. Thomas cautioned that 
rubber gas bags, tubing, and shoe soles must be 
examined regularly to prevent explosions. A sig- 
nificant point was that room or window air condi- 
tioners in operating rooms were safe if they were 
placed five feet above the floor. 


HEALTH DEPARTMENT X-RAY SERVICE 


] N ALLEGANY COUNTY, which has an estimated 
population of 85,000, 2,241 x-rays were taken 
and read in 1959, during the course of a part-time 


A DECADE IS MARKED 
ARRETT COUNTY MEMORIAL HOSPITAL, in 
Oakland, celebrated its tenth anniversary 
with an assembly at which Russell Nelson, M.D., 
was the speaker. 


Originally built at a cost of $500,000, the hos- 


pital now boasts an addition which brings its value 
to one million dollars. Its bed capacity has grown 
from the original 34 beds to 54. On the staff are 
11 physicians and surgeons. E. I. Baumgartner, 
M.D., is chief of staff. 


weekly chest clinic. Ralph W. Ballin, M.D., is the 
chest clinic physician. The x-rays were on 14 x 17 
plates. 

Services in the Health Department are restricted 

as follows: 

1. Follow-up of x-rays on referred patients with 
questionable miniature x-rays made by the 
mobile x-ray units during the mass case find- 
ing drive. The drive is financially part of the 
Health Department x-ray services program. 

2. Periodic control x-rays on patients discharged 
from sanatoriums and Veterans Administra- 
tion hospitals. 

3. Other chest x-ray work as requested by prac- 
ticing physicians on behalf of patients who 
are on relief or qualify for the county med- 
ical care program. 

4. Use of large plates for casefinding in special 
groups; i.e., school teachers, school bus 
drivers, dairy workers, restaurant workers, 


Garrett County Memorial Hospital 
Oakland, Maryland 
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maternity clinic patients, and contacts of 
known active tuberculosis patients. 

No great change is foreseen in the scope of ac- 
tivities in the Health Department services, as they 
continue to aid in casefinding and diagnostic work 
for the indigent under the care of private physician. 


PERSONALS 


A ODERN DIAGNOsIS and Treatments was the 
4 topic of a panel discussion presented at 
the Cumberland Newcomer’s Club. Participating 
on the panel were: Leslie E. Daugherty, M.D., 
moderator; Timothy Lewis, M.D., surgeon; 
Wyand Doerner, M.D., physician; Norman 
Barger, D.D.S., dentist; and Robert Tomsko, 
pharmacist. 


Under the leadership of Carlton Brins- 
field, M.D., program chairman for the Al- 
legany-Garrett County Medical Society, 
other physicians participating in recent 
panel discussions were: Overton Himmel- 


wright, M.D., William P. Iames, M.D., 
and George M. Simons, M.D. 


Lewis Mould, M.D., Cumberland, addressed the 


Maryland Nurse’s Association on “Hypnosis in 
Obstetrics.” 


James P. Hallinan, M.D., has discon- 
tinued his general practice in Cumber- 
land, having accepted a position with the 
Baltimore and Ohio Railroad Medical De- 
partment. He is married to the former 
Dorothy Sell, and they have three daugh- 
ters. The physician is a graduate of 
Georgetown University Medical School, 
Class of 1945, and has practiced 12 years. 
He is on the staffs of the Sacred Heart 
Hospital and Memorial Hospital, in Cum- 
berland. 


Announcement has been made of the recent mar- 
riage of Miss Betty Ann Myers, of Plandome, 
Long Island, New York, to Calvin Y. Hadidian, 
M.D., of Cumberland. 


BALTIMORE CITY MEDICAL SOCIETY 
CONRAD ACTON, M.D. 


Journal Representative 


H ousToON S. Everett, M.D., chairman of the 
Committee to Investigate the Baltimore 
City Medical Society Insurance Plans, offered a 
business-like report to the Executive Board on 
Tuesday, May 10, which report will be presented 
in detail elsewhere. It contained an appraisal of 
the four insurance coverages with which the City 
Society has so far been concerned: life, sickness 
and accident, catastrophic illness, and professional 
liability. The committee recommended that, where- 
ever possible, the City Society should merge its 
plans and coverage with any Faculty plan in a 
similar area, making possible increased enrollment 
and lower cost per member. Where the Faculty 
does not provide coverage desired by our mem- 
bers, the committee recommended that the Society 
continue its present carrier. One of the insurance 
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company representatives was reported using a let- 
terhead implying that his company was the official 
insurance agent for the Society. This action was 
protested, and the Society was urged to put a stop 
to the false claim. 


Kenneth Krulevitz, M.D., followed up 
his letter protesting the surly treatment 
he had received from the Baltimore Fire 
Department’s ambulance service, particu- 
larly its dispatcher. Members of the Ex- 
ecutive Board readily recalled other inci- 
dents of similar nature, and some reported 
attempts to do something about the situa- 
tion. The rueful consensus was that the 
entrenched bureaucracy in the Fire De- 
partment Ambulance Dispatcher Service 
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had not yet been scratched by our efforts. 
Since the Fire Board’s code of procedure 
for ambulances was drawn up in 1956, the 
Executive Board agreed to appoint a com- 
mittee to inquire into standards and proce- 
dures for ambulance service and to deter- 
mine what, if anything, could be done to 
improve the relationship between what 
physicians ask and what they get from the 
dispatchers. 


The final report of the Committee to Investigate 
Baltimore City Hospitals, with its latest revisions, 
was read by Chairman Ross Pierpont, M.D. 
Worth Daniels, M.D., presented a minority report, 
and the issue was thoroughly discussed by the 
Executive Board. A committee was appointed to 
review the wording of the report and to revise 
it in a form acceptable for release to the public. 


Samuel Morrison, M.D., chairman of the 
Grievance Committee during the first 
quarter of the year, mentioned a case 
which balanced on the delicate line be- 
tween malpractice and moral turpitude. 
Although advice and suggestions were 
given, the ultimate decision and procedure 
were left to the Grievance Committee. 


Secretary Joseph King, M.D., recounted in de- 
tail Mr. G. C. A. Anderson’s opinion as to the 
support of political candidates who oppose social- 
ized medicine. In Mr. Anderson’s considered opin- 
ion, it would be a serious hazard to our tax- 
exempt status if, as a society, we supported any 
candidate for political office. 


Procedural problems were raised by a 
troubled practitioner. One of his patients 
is a taxicab driver who is subject to 
seizures, thus presenting in the physician’s 
opinion, a definite hazard to the public as 
well as to himself. He requested guidance 
as to the proper method for bringing his 
patient’s condition to the attention of the 
Department of Motor Vehicles. If he were 
to formally notify the proper authorities 
and cause the individual’s license to be 
revoked, could the patient sue the physi- 
cian for revealing information? If the 
patient were to have a seizure and be in- 
volved in an accident, could the State of 
Maryland sue the physician for failure to 
take action? The matter of procedure in a 
case of this type was not clear to any 
members of the Board, who deemed it wise 
to refer the problem to the Council of the 
Faculty for clarification on the statewide 
policy in such a situation. 
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BALTIMORE COUNTY MEDICAL ASSOCIATION 
WILLIAM H. F. WARTHEN, M.D. 


Journal Representative 


HE REGULAR MEETING of the Baltimore 

County Medical Association was held at 1:00 
P.M., Wednesday, April 28, at the Sheppard and 
Enoch Pratt Hospital. After a most delicious 
luncheon as guests of the hospital, the meeting was 
called to order by President J. Morris Reese, who 
extended the thanks of the Association to the staff 
fo their hospitality. 


Dr. Reece announced that the Medical 
and Chirurgical Faculty is looking for a 
new building site and had been invited 
by the Board of Trustees of Sheppard and 
Enoch Pratt Hospital to consider their lo- 
cation as a possible site. He also announced 
that the Advisory Board of Health is now 
allowed to go into executive session, hav- 
ing been commended for its past work and 
given a vote of confidence by the County 
Board of Health. 


D. Delmas Caples, M.D., was appointed chair- 
man of the Nominating Committee, which also 
includes Melvin B. Davis, M.D., and William 
Pillsbury, M.D. The committee will present a 
slate of nominees at the May meeting, at which 
time nominations may also be made from the floor. 


The proposed amendment to the Con- 
stitution was discussed as being brought 
about by the recommendation of the 
Stebbins’ Report of Health Conditions 
and Health Activities in Baltimore Coun- 
ty. Dr. Reese reported that Dr. Warthen 
had appointed the following five-member 
ccmmittee to act with the five-man com- 
mittee appointed by the Association: 
William H. F. Warthen, M.D., Mary 
Matthews, M.D., Leonard Rothstein, 
M.D., Samuel Scalia, M.D., and Margaret 
L. Sherrard, M.D. The Association’s com- 
mittee consists of William Pillsbury, 
MD., Charles F. O’Donnell, M.D., Jonas 
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Rappeport, M.D., Martin B. Strobel, 
M.D., and J. Nelson McKay, M.D. Dr. 
Pillsbury informed the members present 
that Louis Dalmau, M.D., had suggested 
addition of the following statements: 
(1) “No commitments shall be made by 
this committee without approval and 
confirmation of the Association;” and 
(2) “the Committee on Hospital, Medical 
Care and Emergency Medical Service” 
be added to the last paragraph of Section 
9, having to do with the Committee on 
Medical Legislation and Medical Eco- 
nomics. It was moved by Dr. Warthen, 
seconded by Dr. O”Donnell, and unani- 
mously carried that the changes to the 
Constitution and Bylaws be adopted. 


Dr. Reese reported that he had been approached 
by a member of the Woman’s Auxiliary concern- 
ing April 2nd as a date for the Doctors’ Day din- ~ 
ner dance, an affair similar to those held in the 
past, at which time an award is traditionally pre- 
sented to the Doctor of the Year selected by the 
Association. He announced that he had requested 
the Board of Governors to select the Doctor of 
the Year, but lacking a quorum, a second meeting 
of the same committee was called for the selection 
of Doctor of the Year. 


Dr. Reese presented a silver tray to 
Charles F. O’Donnell, M.D., who was 
chosen Doctor of the Year for 1960, and 
gave a brief history of his achievements. 
Dr. O’Donnell thanked the members for 
the honor bestowed upon him, stating 
that whatever he had accomplished had 
been with the backing of the members of 
the Association, and that each and every 
member should be rewarded. 


Andre V. Fesus, M.D., transfer from the Bal- 
timore City Medical Society, was received into 
membership. 


405 


‘ 
a 
| 
‘ 
‘ 


After the business session, Lawrence 
S. Kubie, M.D., spoke on “The Use of 
Psychiatry for Preventive Purposes in 
General Practice.” Dr. Kubie announced 
that any member who wished a reprint 
on the subject could have one by writing 
to him at the Sheppard-Pratt Hospital. 


DORCHESTER COUNTY 
MEDICAL SOCIETY 


ALFRED R. MARYANOV, M.D. 
Journal Representative 


E May MEETING of the Dorchester County 

Medical Society was held at the home of 

Dr. and Mrs. G. Brooks West, Jr. on May 18, 

1960. After a short business meeting, the guest 

speaker, Howard Bubert, M.D., associate pro- 

fessor of medicine at the University of Maryland, 
presented an interesting talk on “Allergy.” 


Mufti Kesim, M.D., who started the 
practice of pediatrics in Cambridge in 
September 1959, closed his office on April 
15, 1960 and moved to Indiana. 


FREDERICK COUNTY MEDICAL 
| SOCIETY 


L. R. SCHOOLMAN, M.D. 
Journal Representative 


E REGULAR monthly meeting was held April 

19 at the Francis Scott Key Hotel. The 
speaker was Howard Bubert, M.D., a pioneer 
allergist of Baltimore, who spoke on Asthma. Dr. 
Bubert, stressing in his inimitable way points on 
diagnosis and treatment, provided an instructive 
and entertaining evening. 


See you in Ocean City, September 16, 1960. 


MONTGOMERY COUNTY MEDICAL SOCIETY 


CHARLES FARWELL, M.D. 


Journal Representative 


E ARE FORTUNATE this month to present 
our 1959 historian’s report by Dr. K. 
Chapman, slightly modified. 


Under the leadership of President 
Henry Laughlin, M.D., 1959 was a success- 
ful year with three outstanding events 
to mark our progress. Our Bethesda of- 
fice in the Perpetual Building became too 
small for our needs, so the executive 
office was moved last spring to the Ma- 
rion Building, in Wheaton. The adjoining 
room houses the up-to-date equipment of 
the Medical Bureau and Exchange, 
which opened April 1 with 13 subscribers 
and by the end of the year had 80. We 
need more subscribers to bring this ven- 
ture out of the red, as the equipment on 
hand will accommodate at least 150. The 
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third major endeavor of the year was the 
publication of our Directory, for which 
Dr. DeLawter and his committee deserve 
a great deal of credit. 


Our supper meetings were held the third Tues- 
day of each month at Norbeck Country Club, ex- 
cept the January meeting at Brooke Manor Club 
and the November dinner dance at Indian Spring 
Country Club. Average meeting attendance was 
146, and 264 attended the dinner dance. 


The scientific programs covered such 
subjects as the Emergency Medical Serv- 
ice in Montgomery County, Estate Plan- 
ning for the Doctor, Medical Program of 
the United Mine Workers, Horizons in 
Medical Education, Oral Glycemic 
Agents, Psychopharmacology of Drugs 
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Affecting Amine Oxidase, and the Chem- 
otherapy of Hormone Producing Tu- 
mors. 


Our projects included continuation of cancer 
detection clinics, the Speakers’ Bureau, channel- 
ing of emergency calls through the Medical Bu- 
reau to individual doctors, and the recognition of 
any 100-year-olds in the County. We endorsed 
the proposed mental health survey, the re-registra- 
tion of physicians in Maryland, and the placing 
of all laboratories under the supervision of 
licensed M.D.’s. The Society sponsored the 
Grand Rounds, held last March at N.I.H., on 
Diseases of the Chest. We opposed the lowering of 
standards regulating milk, the relative value fee 
schedule proposed by the Medical Society of the 
District of Columbia, and the requirement of com- 
pilsory membership in the Medical Society for 
licensure to practice. 


The social program of the Society in- 
cluded a style show put on by the Wom- 
en’s Auxiliary, a trip to the Lederle La- 
boratories under the leadership of Dr. 
Roberts, a buffet supper and reception 
for Doctor’s Day, and, of course, the 
annual dinner dance. 


Honors have come to many of our members: 


Jacob Bird, M.D., was honored at a recep- 
tion July first at the Montgomery County 
General Hospital, on the completion of 50 
years of practice in the County. Governor 
Tawes and about 1,500 others were on hand 
to wish him well. 


Honorary Member, Colonel Ash, was honored 
at a luncheon in Chicago at the College of Ameri- 
can Pathologists and the American Society of 
Clinical Pathologists. This occasion celebrated his 
fiftieth year in pathology, his wedding anniversa- 
ry, and his seventy-fifth birthday. 


Colonel Robert Bier, M.C., U.S. Army, re- 


tired the end of August after a combined total 
of 34 years in reserve and active duty. * 


Dr. Boyer was made chief of staff of Mont- 
gomery County General Hospital and Dr. Wood- 
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ward was appointed head of the Surgical Depart- 
ment there. Dr. Boyer is also continuing to serve 
on the Council of the Medical and Chirurgical 
Faculty until 1963. 


Dr. Camalier, Jr., is on the board of 
trustees of the Medical Service of the District 
of Columbia. 


Dr. Chapman was one of the two Maryland 
delegates to the A.A.G.P. in San Francisco last 
April. Drs. Allen and Farwell attended the same 
meeting. 


Dr. Donn is president of the George 
Washington University Medical Society, Dr. 


Dr. Ehrmantraut is medical director of the 
Children’s Center at Laurel. 


Dr. Felix is president-elect of the Ameri- 
can Psychiatric Association. 


Dr. Heberlin was elected to fellowship in the 
Southeastern Surgical Congress. 


Dr. Halley is president of the Academy of 
Medicine of the District of Columbia. 


Dr. Joyce was vice president of the Medical 
Council of the Washington Metropolitan Area in 
1958-59, and for the 1959-60 term. Henry Laugh- 
lin, M.D., is president and Mr. John Loy sec- 
retary of this group. 


Dr. Klopp was awarded the St. George 
Medal and Citation for outstanding contribu- 
tion to cancer control by the D. C. Division 
of the American Cancer Society. 


Dr. Lombard is chairman of the Kiwanis Club’s 
International Education and Fellowship Commit- 
tee. 


Dr. Manchester is president of the Society 
of Internal Medicine. 


Dr. McGarry is Northeast District representa- 
tive and member of the board of directors of the 
American Association of Blood Banks. 
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During the year, Drs. Myers and McNeill 
earned the right to write F.A.C.S. after their 
names. 


Harold E. Mitchell, M.D., was made an emeri- 
tus member of the Medical and Chirurgical 
Faculty. 


Dr. Mones is credited with successfully 
treating a six-year-old child with gas gan- 
grene meningitis. Of the three cases reported 
cured, this is the first in the United States, 
the other two being in Europe. 


The D. C. Trudeau Society has named J. W. 
Peabody, Jr., M.D., as president-elect. 


The Montgomery County Pediatric Society 
has Carolyn Pincock, M.D., as president, Dr. 
Marans as president-elect, Dr. Schiller as 
secretary, and Dr. Perlman as treasurer. 


Henry P. Laughlin, M.D., was elected chair- 
man of the Modern Founders of the American 
Psychiatric Association in May. He was also a 
visiting professor of psychiatry at the Institute of 
Living, Hartford, Connecticut, in October. 


Gordon Smith, M.D., was vice president of 
the Maryland Academy of General Practice 
during the year. 


Dr. Traum received an award from the Mont- 
gomery County Tuberculosis and Heart Associa- 
tion. 


During the annual scientific assembly of 
the Medical Society of the District of Colum- 
bia last November, Charles Savarese, M.D., 
and Philip Caulfield, M.D., had scientific ex- 
hibits; and the following members appeared 
on the scientific program: Drs. Bernard Os- 
trow, Calvin Klepp, Henry Laughlin, Robert 
Felix, Leonard Petersona and William Hart. 


' During 1959, five of our members died, 
two of whom were former presidents. 
Thomas Hindman, M.D., of Kensington 
died April 28; J. Norman Kimble, M.D., 
of Takoma Park died August 13; Jacob 
Bird, M.D., of Sandy Spring and his wife 
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were killed in an auto accident October 
24; Paula Mahler, M.D., of Bethesda died 
December 21; and Willard McNeill, 
M.D., of Takoma Park died December 28. 


At the beginning of the year there were 385 
members on the roll, 284 of whom were activ: 
members. During the year 10 resigned, 5 died, and 
40 new members were added, making the total 
at. the end of the year 410 members, of which 288 
are active members. There are still about 300) 
Doctors of Medicine living or practicing in Mont- 
gomery County who are not members of our So- 
ciety. What we will do about this in 1960 remains 
to be seen. 


WICOMICO 
COUNTY MEDICAL 
SOCIETY 
GLADYS M. ALLEN, M.D. 


Journal Representative 


T THE May meeting of the Wicomico County 
Medical Society, Francis Borges, M.D., 
assistant professor of medicine at the University 
of Maryland, gave an interesting and compre- 
hensive summary of the management of acute 
renal insufficiency and the use of the artificial 
kidney. 


Applications for financial grants to the Wes- _ 
son Fund for Medical Research and Education 
are now being accepted. Wesson president, 
E. A. Geoghegan, said requests from non-— 

profit research centers at universities, hospi 
als, and laboratories, as well as application 
from private individuals whose primary work 


s in nutritional research, will be screened b 
a distinguished medical advisory board whi 
held its organizational meeting in June, pr 
ceding the American Medical Association co 
vention at Miami Beach. 

Applicants should direct their written 
quests to the Wesson Fund, 1 E. 45th St., 
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RESOLUTION 


Submitted by: Representatives on Advisory 
Committee on Adoption of the | 
State Department of Welfare — 


Proper Procedures of Adoption 


WHEREAS, the physician is in a particular privileged situation with regard to 
knowledge about the availability of children for adoption and the desire of couples 
to adopt a child; and 


WHEREAS, ethical and lawful conduct on the part of physicians is of importance 
and concern not only to the public, but to physicians generally and to the Medical 
and Chirurgical Faculty of Maryland; and 


WHEREAS, Articles 88A & 16 of the Annotated Code of Maryland makes specific 
provisions for licensed child placement agencies, local departments of welfare or 
the child's natural parent or parents, grandparents, or the child's natural parent's 
adult brothers or sisters to initiate adoption in accordance with procedures outlined 
in the laws; and 


WHEREAS, physicians generally and the Medical and Chirurgical Faculty of 
Maryland are in full accord with the purposes of the State law to first safeguard 
the best interests of children who may be available for adoption and then the in- 
terests as well as the natural parents and of the adoptive parents; and 


WHEREAS, it is generally recognized that adoption is a highly specialized proc- 
ess which involves the exercise of social work skills in securing competent evaluations 
of the physical and mental needs in so far as can be determined and capacities of 
the child and of the physical, mental and the social attributes of the adoptive parents 
and in placing the child in the best possible home for the child; therefore be it 


RESOLVED, that the Medical and Chirurgical Faculty of Maryland recommends:— 
(1) that all participating medical societies in the Medical and Chirurgical Faculty 
of Maryland carefully scrutinize any practice contrary to the best interests of the 
child which may lead to the placement or referral by a physician of any child for 
adoption; (2) that individual physicians acquaint the patients to whom they provide 
professional services with the proper procedures of adoption as prescribed by law 
and encourage their patients promptly to contact the authorized social agencies in 
all adoptions; and be it further 


RESOLVED, that a copy of this resolution be mailed to the Presidents of all par- 
ticipating Medical Societies; to the Directors of the State and City Departments of 
Welfare; to all licensed agencies, private or public; to the Attorney General and 
his assistants of the State of Maryland; to the State, County, and City Health De- 
partment Officers; and be distributed to every member of the Medical and Chirurgical 
Faculty of Maryland through publication in the Maryland State Medical Journal. 


Jury, 1960 


d In res 
al 
() 
y 
y 


of the 
Medical and Chirurgical Faculty! 
of Marviand 


Presensed by 


Library 


Louise D. C. King, Librarian 
“Books shall be thy companions; bookcases and shelves, 


thy pleasure-nooks 


S THE INTEREST in and use of hypnotism seem 
Ac be increasing by leaps and bounds, perhaps 
a brief sketch of its beginnings might prove inter- 
esting. 

As with medicine, hypnotism was well known in 
many of the world’s earliest civilizations and was 
linked to the belief in magic and the occult. Its 
cradle was with the various religious sects; such 
as the priest-physicians of ancient Egypt, the tem- 
ples of sleep in classical Greece, and the “Druidic 
Sleep” of the early Celts. Its history is a stormy 
one, with ramifications reaching from pure char- 
latanry to scientific application, from the power of 
suggestion to true hypnosis. 

That the phenomena of hypnotism, autosugges- 
tion, and psychotherapy were known in the six- 
teenth century is apparent from the writings of 
Pomponazzi, Cornelius Agrippa, Cardan, and von 
Helmont. It was, however, Athanasius Kircher, a 
Jesuit priest, who was the first to record an experi- 
ment in hypnotism or provoked catalepsy in ani- 
mals, published in his Physiologia Kircheriana, in 
1680. 

No account of hypnotism would be complete 
without mention of the controversial Franz Anton 
Mesmer (1734-1815). Persecuted and driven out 
of Vienna, later Paris, he was more sinned against 
than sinning; for in spite of opposition, Mesmer’s 
ideas were investigated by Charcot and others, who 
started the French school of thought. The three 
Englishmen, Braid, Esdaile, and Elliotson, did 


410 


and gardens.” Ibn Tibbon 


HYPNOTISM 


much to put hypnotism on a permanent basis in 
practical therapeutics. They undoubtedly obtained 
their ideas and some of. their experience from con- 
tact with India: Esdaile in fact, found Hindus far 
more susceptible than his own kinsmen. 

In the nineteenth century, Gilles de la Tourette, 
John Milne Bramwell and Hugh Crichton Miller 
wrote on hypnotism; in the United States, the 
movement was imported by Charles Poyen who 
appeared in Maine about 1838. Among Poyen’s 
patients was Phineas Parkhurst Quimby. After 
some years of practicing hypnotism according to 
the methods of Poyen, Quimby became convinced 
the cures were due to the power of mind over body 
and began to write his famous manuscripts from 
which Mrs. Eddy formulated the principles of 
Christian Science. The quacks utilizing this prin- 
ciple to batten on the gullible public were many, 
perhaps one of the most interesting being the New 
Englander Elisha Perkins, of Perkins’ Tractors 
fame, and the more recent Frenchman, Coué, 
whose slogan was repeated around the world. 

Hypnotism as a therapeutic measure was used 
in World War I and again in World War II and 
now ‘seems well on the road to being accepted as 
a sound therapeutic agent in selected cases. As 
with all things, hypnotism is subject to abuse and 
overuse and can be harmful in the hands of an 
unscrupulous operator. The dramatic potentialities 
are meat and drink for the press, and such stories 
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as “Trilby” tend to discredit its real value. There 
are men of experience and reputation, some in our 
own state, who are bending every effort to see that 
the public and the profession do not go off the deep 
end. Let us profit by the past, pay heed to those 
who know whereof they speak, and not push hyp- 
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notism back into the realms from which it is just 
emerging. 

The literature of the origin and the gradual scien- 
tific development of hypnotism as a science reads 
like a novel; sad, shameful, courageous, and 
triumphant. 
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CLINICAL STUDY ON HAND-SCHOLLER-CHRISTIAN 
DISEASE 

The cooperation of physicians is requested in a 
study of eosinophilic xanthomatous granulomatosis, 
and most specifically Hand-Schiiller-Christian dis- 
ease, being conducted by the Radiation Branch of 
the National Cancer Institute in the Clinical Center 
of the National Institutes of Health, Bethesda, Mary- 
land. This study has as its primary purpose a search 
for therapeutic methods which may favorably affect 
the course of the disease. 

The study has three major components. The first 
is concerned with a histopathological evaluation of 
the course of the disease process during and follow- 
ing an appropriate therapeutic period; comparative 
studies devoted to the effect of prolonged and short 
term therapy on the course of the underlying gran- 
ulomatous process will be undertaken; and, finally, 
an attempt will be made to evaluate some param- 
eters in lipid and calcium metabolism during ther- 
apy. 

Patients appropriate for this study are those with 
a histopathological diagnosis consistent with some 
phase of eosinophilic xanthomatous granulomatosis 
who have active disease. It is preferable that such 
patients not be seriously ill, as this precludes long 
term studies of effects. In order to minimize the 
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effects of prior treatment, those patients who have 
not received antifolic-acid, radiation or steroid ther- 
apy for at least one month prior to their evaluation 
shall be considered most appropriate for the pro- — 
gram; but previously treated patients will be con- 
sidered for admission. Accepted patients will be 
studied for various periods of time and may be 
followed subsequently by either the referring physi- 
cian or physicians at the Clinical Center. A compre- 
hensive and individual program will be instituted 
for each patient and will include appropriate sup- 
portive and symptomatic care as well as the experi- 
mental therapy. 
Physicians interested in the possibility of referring 

such patients should write or telephone: 

Charles G. Zubrod, M.D. 

Clinical Director 

National Cancer Institute 

Bethesda 14, Maryland 

(Oliver 6-4000, Ext. 4346) 

or 

J. Robert Andrews, M.D. 

Chief, Radiation Branch 

National Cancer Institute 

Bethesda 14, Maryland 

(Oliver 6-4000, Ext. 3351) 
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SOCIETY OF PAAHOLOGISTS INC. 


Louts B. Tuomas, M.D., President Epwarp C. McGarry, M.D., Secretary 
Suburban Hospital, Bethesda, Md. 


INFECTIOUS DISEASES—1960 


D ESCRIPTIONS OF FEVERS and rashes, whether read in the charts of hospitalized 
‘ patients or heard in the course of ward rounds, have decreased in clarity and 
detail with the introduction of highly efficacious antibiotic and chemotherapeutic 
agents. There is less speculative thinking about the precise recognition of specific 
infections by classical means, and less discussion of the sites of entrance of organ- 
isms and of the structures which harbor the disease. 


“FUO,” an all too commonly used abbreviation for Fever of Unknown Origin, 
is useful only as the crudest working diagnosis. Even though the therapeutic spec- 
trum of the medications available is broad and will cover many of the possible 
causes of the fever in question, the specific diagnosis of an infectious disease re- 
mains critical. We are entering a period when it is vital to know what the fever 
is and to identify the specific agent causing it. To achieve such an end, more thought 
will be required to make the diagnosis and a little more time will be required in the 
preparation of the request which accompanies specimens sent for bacteriologic exam- 
ination. The notations, “Blood for culture,” “N&T swab,” “Spinal fluid for exami- 
nation and culture,” should not be considered adequate. Such notes are incomplete 
and, in certain charts, have been landmarks on the road to failure. 


The reverse situation is also true, for while the laboratory must have some 
knowledge of the patient’s illness and the provisional diagnosis, it is also useful for 
all concerned to know details of how the specimens were studied; i.e., what was 
cultured and how, the sections or smears which were made and how they were 
stained, and the observations on inoculated animals. Orderly procedure and thought- 
ful attention to details is conducive to diagnostic success. 


Not only is providing rapid diagnosis of infectious diseases important to bene- 
fit sick individuals, but also the prompt detection of contagious diseases is neces- 
sary to safeguard large populations. Arising as a byproduct of jet travel have been 
nightmares among quarantine officials at international airports and among public 
health officials everywhere. The time spent in traveling around the world is shorter 
than the incubation period of most contagious diseases. 


The rapid and accurate recognition of smallpox, yellow fever, malaria, ame- 
biasis, typhoid fever, plague, and cholera may, at any time, prove to be a talent of 
inestimable value to society. In the past, patients with these diseases have been seen 
in clinics in the United States. To assume that “they can’t happen here” is to as- 
sume that travelers cannot bring them, an assumption which is not warranted 
under the increasingly more complicated circumstances. 
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BALTIMORE CITY HEALTH DEPARTMENT 


HUNTINGTON WILLIAMS, M.D. 


COMMISSIONER 


P. ©. Box 1877 Baltimore 3, Md. 


Statement of the Commissioner of Health 
of Baltimore on the Matter of Lung Cancer, 
Cigarette Smoking, and Air Pollution 


May 17, 1960 


HE BaLtimoreE City HeattH Department 
fe under continuous study the accumulat- 
ing evidence on the relationship of atmospheric 
pollution to the health of city residents. Such in- 
cidents as “Donora” and occasional severe and 
prolonged fogs in the London area indicate that 
under unusual circumstances, the composition of 
the air in the atmosphere can produce a short range 
increase in deaths among the exposed population. 
It is common knowledge that in Los Angeles, from 
time to time, the concentration of certain elements 
in the air reaches levels sufficient to cause smart- 
ing of the eyes and other disagreeable symptoms. 
This occurrence practically never happens in Bal- 
timore, where the local topography allows our at- 
mosphere to wash itself clean. 


Newly Licensed 


At a reciprocity meeting on May 24, e 
_ 1960, the Board of Medical Examiners _ 
licensed the following physicians to prac- 
. tice medicine and surgery in Maryland: 
Barnes, Allan Campbell, Michigan 
Book, John Edward, Pennsylvania 
Brown, Patricia Hoilman, Vermont 
- Cahan, Jules I., National Board 
Evans, James Herbe rt, Jr., Pennsylvania 
_ Gamble, James L., Jr., National Board 
Garfield, Stanton, "National Board 
Mann, Marion, National Board 
John "Hans, National — 
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Two possible effects of pollution of the air are 
of concern to us; the possibility that such pollu- 
tion can occasionally be a nuisance and the possi- 
bility that prolonged exposure to benzpyrene and 
related chemical products may increase the risk 
of lung cancer. 

The occasions during which the composition of 
the air in Baltimore City causes a widespread 
nuisance are so rare that I am convinced that the 
City Health Department air pollution control pro- 
gram is an adequate one. 

The long range effects of measurable quantities 
of benzpyrene and all other potential carcinogenic 
agents in the air are of great concern. It must be 
understood, however, that, to date, no relationship 
has been found between benzpyrene in the air and 
lung cancer in human beings, even though this sub- - 
stance is known to have caused cancer in test 
animals. 

On the other hand, there is overwhelming 
epidemiological evidence in support of the rela- 
tionship between the excessive use of cigarettes 
and lung cancer. At this point in time, if it is lung 
cancer with which we are concerned, it is the ex- 
cessive use of cigarettes that must be incriminated 
as the most important cause of lung cancer. 

We will continue to watch carefully the question 
of pollution of the air with potential carcinogenic 
agents; however, in doing so we should not be- 
cloud the public’s comprehension of the importance 
of excessive cigarette smoking as the principal 
cause of lung cancer. 


NP 
Commissioner of Health 


REFERENCES 


© Baltimore Health News, January, 1955 and Novem- 
ber, 1958. 
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900 ST. PAUL STREET 


MARYLAND TUBERCULOSIS ASSOCIATION 


Christmas Seal Agency for State of Maryland 


BALTIMORE 2, MARYLAND 


Recommendations of the Arden House 


Conference on Tuberculosis 


HE UNITED States Public Health Service 

and the National Tuberculosis Association 
asked a group of national leaders in public health 
and tuberculosis control to meet at Arden House 
in order to define the major gaps in present prac- 
tices in tuberculosis control and to suggest needed 
action. 


The major recommendation of the conference is 
a program for the wide-spread application of 
chemotherapy as a public health measure for the 
elimination of tuberculosis in the United States: 
GOAL: To sterilize that important part of the 
reservoir of tubercle bacilli that presently exists 
throughout the country in persons currently suf- 
fering from active tuberculous disease, whether 
presently known or unknown to public health au- 
thorities, and in selected persons who previously 
have had active disease and were inadequatel 
treated. 
TECHNIQUE: Mobilize all resources for a 
widespread application of the scientifically demon- 
strated and medically accepted procedures of ade- 
quate chemotherapy. These include the proper 
dosage of appropriate drugs or combination of 
drugs given continuously over an adequate period 
of time—procedures that are known to destroy 
tubercle bacilli in the human body, render the pa- 
tient’s disease noncommunicable to others, and 
minimize the possibility of reactivation. 

The unique aspect of this recommendation lies 


A Report of the Arden House Conference 
on Tuberculosis, National Tuberculosis As- 
sociation, BULLETIN, February, 1960 
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in its emphasis on such chemotherapy primarily 
as a public health tuberculosis control measure (as 
well as for the benefit of the individual patient) 
with all of the connotations of community mobili- 
zation and control by public health authorities that 
this new concept implies. This recommendation 
obviously implies, as well, an adequate case de- 
tection program: 

In addition, the conference considered. some of 
the deficiencies of current tuberculosis control 
programs. With the intent of strengthening these 
programs, it made the following recommendations 
without designating priorities: 

1. Assumption by state and local public health 
authorities of their responsibility for ensuring 
adequate treatment and rehabilitation of ali pa- 
tients with tuberculosis. Regardless of where the 
patient is treated, the attending physician should 
have available to him expert consultation in the 
fields of both the medical sciences and the social 
services, which should be so integrated as to pro- 
vide continuity of care until the patient is re- 
stored to maximum productivity. 

2. Concentration of the tuberculosis contro! 
program on those segments of the population 
with the greatest tuberculosis problem. This 
would include re-examination of tuberculosis con. 
trol grants to states by the federal government ir 
recognition of the fact that there are stronghold: 
of tuberculosis in the country that are in need 01 
extra resources. 

3. Establishment of intermediate goals, en route 
to the elimination of tuberculosis, together with 
corresponding suggested program priorities and 
performance standards, in accordance with a sug- 
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gested outline to be prepared by the U. S. Public 
Health Service in cooperation with the National 
Tuberculosis Association. In formulating such 
goals and standards, the state health department 
should consult with its state tuberculosis associa- 
tion in developing a unified joint program of 
tuberculosis control for that state, taking into con- 
sideration the needs, extent of the problem, and 
resources of the various areas within the state. 
These state program blueprints should be made 
available to the U. S. Public Health Service and 
the National Tuberculosis Association to assist 
then in maintaining realistic national goals and 
standards. 

All such goals, program priorities, and per- 
formance standards should be reviewed and re- 
vised periodically to take cognizance of changing 
cor ditions and new knowledge. 

‘+. Periodic evaluation on a statewide basis of 
tuberculosis detection programs, with adjustment 
of such programs accordingly, so as to obtain 
maximum results from the funds available. The 
U. S. Public Health Service should provide as- 
sistance in such a study to any state that does not 
have the resources to conduct its own. The U. S. 
Public Health Service in cooperation with the 
National Tuberculosis Association should formu- 
late and make available a guide for the conduct 
of such statewide evaluation of tuberculosis de- 
tection programs. 

5. Periodic review by the U. S. Public Health 
Service of reporting practices within the various 
states in order to promote greater uniformity and 
to permit interpretation of comparable case report 
data. 

6. Systematic local investigation of tuberculosis 
cases first reported by death certificate to be con- 
ducted by appropriate representatives of the local 
medical community. 

7. Provision of laboratory services convenient- 
ly available to all physicians diagnosing and treat- 
ing tuberculous patients. These services should 
meet certain minimum standards, such as: 

a) provision for the detection by culture and 
the identification of Mycobacterium tuberculosis 
and other strains of mycobacteria; and 


b) provision for performing tests of bacterial 
susceptibility to the antimicrobial agents most 
commonly used in the treatment of tuberculosis. 

The conference also recommended that there 
be regular evaluation of the adequacy and accuracy 
of such laboratory services. 

8. Use of BCG according to the recommenda- 
tions made by the ad hoc advisory committee on 
BCG to the surgeon general of the U. S. Public 
Health Service (American Review of Tubercu- 
losis and Pulmonary Diseases, Vol. 76, No. 5, 
November 1957) and by the American Trudeau 
Society (Ibid. Vol. 78, No. 1, July 1958). The 
conference further recommended that there be 
established improved standards for the evaluation 
of activity of BCG vaccines. 

9. Intensification of research with regard to the 
social, psychological and cultural factors that af- 
fect: 

a) acceptance of case detection and treatment, 
together with continuation of treatment; 

b) Differential susceptibility of the individual 
to tuberculosis; and 

c) nature and results of treatment programs. 

This research would attempt to clarify what 
the social components are in the etiology of tu- 
berculosis and in the program of tuberculosisc on- 
trol. The latter, in turn, would be concerned with 
the cultural and other social aspects of the popula- 
tion involved in the particular control program 
under consideration and with the social aspects of 
the‘manner in which the program is conducted (for 
example, how it deals with the so-called “recalci- 
trant” patient). 

10. Intensification of research for a simple and 
accurate tuberculin test that can be applied and 
read by nonmedical personnel. 

11. Recognition of the importance and potential 
significance of the current isoniazid prophylaxis 
field study of the tuberculosis program of the 
U. S. Public Health Service. The conference rec- 
ommended that adequate appropriations be con- 
tinued by congress for support until completion 
of this study, which may provide a significant 
shortcut to elimination of tuberculosis in this 
country. 


COMMANDER HOTEL, OCEAN CITY 
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Heart Page 


A SERVICE OF 


Frank W. Davis, Jr., M.D. — Editor 


THE HEART ASSOCIATION OF MARYLAND 


PHONOCARDIOGRAPHY 


is to teach our ears what they are hearing 
or what they should be hearing with the stetho- 
scope. Phonocardiography also makes a contribu- 
tion as a research tool and as a diagnostic tech- 
nique because it can provide quantitative and ob- 
jective information not obtainable by any other 
method. 

I have always believed that the practitioner with 
a particular interest in heart disease can learn 
much by making phonocardiograms on his pa- 
tients and comparing the findings in the records 
with those on clinical examination of the patient. 
Phonocardiographs are commercially available; or 
the physician can assemble his own equipment, 
making use, perhaps, of the skills in electronics, 
hi-fi reproduction, and related interests that 
abound in most communities. 

Most phonocardiography is oscillographic; that 
is, a “‘squiggle-gram” corresponding to the vibra- 
tions of the sound is provided. There has béen 
much disagreement as to the best frequency char- 
acteristics for phonocardiographic recording. Sev- 
eral workers in this field have pointed out the ne- 
cessity of multi-channel recording, with the 
vibrations in a different broad frequency band 
recorded separately in each channel. Two to six 
channels are used by different workers. No una- 
nimity exists as to the proper number of channels 
or their characteristics and I do not see how any 
agreement is possible. Spectral phonocardiography 
has as one of its virtues the circumvention of this 
controversy: essentially all frequencies are repre- 
sented in a single display. 

Spectral phonocardiography has been under de- 
velopment and in use in my laboratory since 1953. 


Ts MAIN FUNCTION of phonocardiography 
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Victor A. McKusick, M.D. 


In principle, the method is relatively simple. We 
are, perhaps, justified in chiding our engineering 
colleagues because no satisfactory model is com- 
mercially available. At the same time we urge them 
to provide us with a model for general clinical 
use. I might say, at this point, that we are always 
willing to assist with the elucidation of puzzling 
murmurs and other stethoscopic phenomena. 


The usefulness of phonocardiography: Clas- 
sically the main usefulness of phonocardiography 
has been in timing. Is the murmur systolic or dia- 
stolic? Is the extra sound in systole or in diastole; 
is it a split sound, gallop, or opening snap? The 
specific timing of the first heart sound with ref- 
erence to the ORS of the electrocardiogram and 
of the opening snap with reference to the second 
heart sound have been useful in evaluating the 
grade of mitral stenosis. The timing of systolic 
murmurs; i.e., the timing within systole of mur- 
murs, is useful in determining their origin. The 
systolic murmur of aortic stenosis characteris- 
tically shows a gap between the end of the murmur 
and the second sound. On the other hand, the 
systolic murmur of mitral regurgitation extends 
completely from the first sound to the second 
sound and is “pansystolic.” A murmur limited to 
the latter two-thirds or half of systole seems fre- 
quently to be extracardiac and innocent. 

What probably is the most frequent variety of 
functional murmur of childhood has phonocardiv- 
graphic characteristics which permit reasonab!, 
certain identification. 

Phonocardiograms have rarely been successftl 
in demonstrating murmurs or sounds which ar: 
inaudible with the stethoscope. Poorly heard lov’ 
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pitched gallop sounds are occasionally better dem- 
onstrated in oscillograms than they are heard. The 
spectral phonocardiogram often demonstrates a 
faint murmur of aortic regurgitation. 

Much has been learned about congenital heart 
disease in the last 15 years, and phonocardio- 
graphy has made great progress in this area. Char- 
acteristic changes too numerous to mention here 
have been related to particular anatomic and phys- 
iologic features of congenital malformations. 


maneuvers has helped diagnostically. For example, 
it appears that we can differentiate aortic regurgi- 
tation and pulmonary regurgitation by differences 
in behavior of the basilar diastolic murmur when 
the patient is given amyl nitrite. 

Intracardiac phonocardiography—picking up 
the vibrations from the interior of the heart with 
a sensitive device on the tip of a cardiac catheter— 
has taught us still more about what we hear on 


Combination of phonocardiography with special the surface of the heart. 
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PECIAL ceremonies on June 19 marked the opening of the Belvedere Nursing and Re- 

tirement Home, 2525 Belvedere Avenue, one block from the new Sinai Medical | 
Center. Honored guests included The Honorable Bertha S. Adkins, undersecretary of 
Health, Education, and Welfare, sas saves Governor J. Millard Tawes, and Mayor of 
Baltimore J. Harold Grady. 


Belvedere provides luxurious surroundings and the most modern equipment and facili- 
ties for care of convalescent and chronically ill patients. Special facilities are available for 
retired couples. It is approved and licensed by the Maryland State Department of Health 
and under the supervision of both state and city health departments. 


Twenty-four hour hospital-type nursing care is maintained. All personnel meticulous- 
ly follow the instructions of each resident’s personal physician, who retains complete super- 
vision of the management and care of his patient. A house physician is on call for emer- 
gency needs. 


The building itself provides all-on-one-floor nursing care. It is of modern, firesafe con- 
struction and has large, airy rooms which open to garden patios. Rooms are air conditioned 
and have piped in oxygen for emergency use. The home is furnished with complete facili- 
ties for therapy and expert care of disabilities and ailments associated with old age and 
chronic disease. It has a modern, fully equipped doctors’ examining room and another for 
dental care. 


Meals are dietitian-planned with individual requirements and special diets strictly ob- 
served. A planned program of recreational activities and arts and crafts are provided for 
relaxation and therapeutic value. 
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Board of Medical Examiners 


Reregistration of Physicians Possessing sit 


Maryland Medical License 


HIRTY-NINE STATES require reregistration of physicians. Maryland joined 
their ranks when the last legislature passed the Reregistration Law, which 
amends the Law Regulating the Practice of Medicine in Maryland. This law was 
signed by Governor Tawes and became effective June 1, 1960. 

All physicians who possess a license to practice medicine and surgery in Mary- 
land who have not received a registration application from the Board of Medical 
Examiners of Maryland by September 1, 1960, should notify the office immedi- 
ately. This includes those physicians living out of State who possess 4 Maryland 
license to practice medicine and surgery and who wish to keep their Macyeet 
medical license active, 


A BILL 
ENTITLED 


AN ACT to add a new Section to Article 43 of the Annotated Code of Mary- 

land (1957 Ed.), title “Health,” subtitle “Practitioners of Medicine’ said new 

Section to follow immediately after Section 129 of said Article and to be known 

as Section 129A, requiring persons holding licenses to practice medicine and surg- 

ery to register triennially and providing fee and. penalty. 
SECTION 1. BE IT ENACTED BY THE GENERAL ASSEMBLY OF Be. i, 

MARYLAND, That « new Section 1294 be and the same ts hereby addedto 

Article 43 of the Annotated Code of Maryland (195/ Rd), title “Health,” sub- 

title “Practitioners of Medieine,” to follow 129, and 

to réad as follows: 

129A. Every person holding a license ta procthis medicine and surgery in| 

Maryland shall trienmally, before the Ist day of October, 1960, and every three 

years thereaj ter, register his nanie, license number, the schaol of medicine of whith 

he is a graduate, year of graduation, his office address, telephone number and 

state whether he is in active practice, on a form furnished Dy the Board of Medi- i 

cal Examiners; and he shall pay a fee of Five Dollars ($5.00) for such registra- es 

hon. A certificate of registration shail be issued By the Board trienmally to each — : 

person registering as herein required. Any person fatleng to register in accordance 

with the requirements of this section shall be guilty of a misdemeanor and, upon 

conviction, shall be fined not more than Twenty-five Dollars ($25.00). 


Sec, 2. AND BE IT FURTHER EN ACTED, That this Act shall take fect 
June 1, 1960. 


Frank K. Morris, M.D., Secretary oe 
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OBITUARIES 


SIMON J. BRAGER, M.D. 


Stricken with a heart attack on April 25, 1960, Simon J. Brager 
died at the age of 56. He was assistant professor of surgery at the 
University of Maryland and attending physician at Mercy, Sinai, and 
Church Home hospitals. 

An alumnus of Johns Hopkins University and University of Mary- 
land School of Medicine, Dr. Brager completed his internship and resi- 
dency in gynecology and general surgery at Mercy Hospital. He later 
became head of the Department of Proctology there and president of 
the staff. 

Dr. Brager's military service was as a major with the Army Medical 
Corps during World War II. He also spent several years in the South 
Pacific and Australia with the University of Maryland Hospital unit. 

His professional associations included fellowships in the American 
College of Surgeons and the International College of Surgeons and 
membership in the Southeastern Surgical Congress. 


Mrs. Elsie Blum Brager, his wife, and two stepchildren, Diane and 
Louis Carliner, are among Dr. Brager's surviving family. 


JOHN T. RUSSELL, M.D. 


John T. Russell, M.D., age 79, a retired Annapolis physician, died 
May 22, 1960 at his home. 


A native of Annapolis, he had graduated from St. John's College 
and the University of Maryland. He returned to Annapolis to serve on 
the staff of the old Emergency Hospital, now the Anne Arundel General 
Hospital. 

Survivors of Dr. Russell include his wife, Mrs. Annie Mary Russell, 


and two sons, Dr. Carl P. Russell and Dr. Oneal F. Russell, both Annap- 
olis dentists. 
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Mrs. William S. Stone 


MARYLAND 
HYGEIA q 
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Auxiliary 
Medical and Chirurgical Faculty 


MARYLAND 
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FILIAE 


MRS. E. RODERICK SHIPLEY Auxiliary Editor 
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Highlights of the Annual Convention 


at this annual meeting, mark- 
ing our tenth anniversary, was the largest 
yet. Delegates attended from eight county auxil- 
iaries, including the new one in Harford County. 

Preceding the April 20 business meeting was 
a coffee hour to which all members and guests 
were invited. After the call to order and cus- 
tomary opening formalities, Page. C. Jett, M.D., 
vice president of the Faculty, brought to the as- 
sembly the greetings of the Faculty and their 
pledge of help toward the achievement of our 
goals. 

Speaking on the American Medical Education 
Foundation, Dr. Jett paraphrased an old proverb: 
“A doctor saved is a doctor found.” He em- 
phasized the importance of adequate examina- 
tion and medical care for physicians themselves 
and urged that we take seriously the motto, “A 


PRESENT 
Passing the gavel 


Mrs. D. Delmas Caples 


family doctor for every doctor’s family.” The 
doctor shortage is acute. The auxiliary needs to 
earnestly turn its efforts toward that problem. 
We can help recruit students of medicine through 
vocational guidance and information and should 
continue the scholarship and loan funds to medi- 
cal students. 

After introduction of guests and presentation 
of reports, a necrology service was held in mem- 


‘ory of our deceased members. The names were 


read: Mrs. Arthur M. Shipley, Mrs. Herbert 
Copeland, Mrs. Conrad Richter, Mrs. Zachariah 
Morgan, Mrs. Ralph Cohen, Mrs. Jacob Bird, 
Mrs. Walter H. Shealy, and Mrs. William W. 
Beckner. After a moment of silence, Mrs. David 
S. Clayman, accompanied by Mrs. Harold Rosen, 
sang, “O, Divine Redeemer,” by Gounod. 
Greetings were brought from the Southern 
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Installing officers 


Mrs. Frank M. Gastineau 
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Medical Auxiliary by Mrs. Richard E. Dunkley, 
third vice president. 

The Nominating Committee’s report was made 
and the slate voted on as presented: President, 
Mrs. William S. Stone; President-elect, Mrs. 
Norman Oliver; First vice president, Mrs. Con- 
rad Acton; Second vice president, Mrs. Archie 
R. Cohen; Third vice president, Mrs. Roger 
\Windsor; Fourth vice president, Mrs. George H. 
Moulton; Recording secretary, Mrs. Roy K. Skip- 
ton; Corresponding secretary, Mrs. John L. 
Grow; Treasurer, Mrs. Emil G. Bauersfeld; Par- 
liumentarian, Mrs. Albert Goldstein. 

Mrs. Frank Gastineau, president of the Wo- 
men’s Auxiliary to the American Medical Asso- 
ciation, installed the officers. She then discussed 
briefly the project of giving Today’s Health to 
teachers and the importance of keeping up with 
legislation. Mrs. Caples formally presented the 
gavel to Mrs. William S. Stone, who made a 
short speech of acknowledgement, pledging her 
loyalty and devotion during her term of office. 

AMEF award certificates were presented by 
Mrs. Martin Strobel to Baltimore City for the 
largest sum, to Carroll County for the largest 
per capita, and to Montgomery County for the 
largest memorial (Mrs. Jacob Bird). 

Upon adjournment all enjoyed a social hour 
complete with wine provided by the Medical and 
Chirurgical Faculty, an expression of hospitality 
which is greatly appreciated. 

A luncheon in the Charles Room initiated the 
afternoon proceedings. Retiring Faculty Presi- 


dent Leslie E. Daugherty, M.D., spoke a few 
words of thanks for the Auxiliary’s support 
and contributions to the medical society. Mrs. 
Frank Gastineau, as principal speaker, told of 
the problems and rewards of being a national 
president and reported on the health activities of 
the auxiliaries from coast to coast. It is within 
the scope and power of the medical auxiliaries 
to provide authentic health information to the 
American public, to give them the facts on fads 
and outdated ideas, and to teach newer and more 
modern concepts. Mrs. Gastineau also urged con- 
tinued efforts in defeating the Forand Bill and 
other similar proposals and to support the substi- 
tution of a bill calling for voluntary health in- 
surance. 

Presentation of pins was made to Mrs. Stone, 
the new president, and to Mrs. Caples, the past 
president, after which Mrs. Stone made her in- 
augural speech. Entertainment was provided in 
the form of a fashion show presented by Hutz- 
lers. 

Winding up the convention on Thursday, April 
21, was the traditional past presidents breakfast 
and the post-convention board meeting. At the 
meeting it was voted to appoint annually a repre- 
sentative to the Student American Medical Asso- 
ciation and a Maryland counselor to the Southern 
Medical Auxiliary. 

During the two-day convention numerous so- 
cial activities were provided for wives and guests, 
including bridge, golf, flower show, and a tour of 
the Cathedral of Mary our Queen. 


CONFERENCE ON AGING 


T THE RECENT conference on aging, held in the 
Southern Hotel in Baltimore on March 30 
and 31, the Woman’s Auxiliary to the Medical 
and Chirurgical Faculty was represented by Mrs. 
D. Delmas Caples, president; Mrs. William S. 
Stone, president elect; Mrs. Albert E. Goldstein, 
national representative; and numerous other mem- 
bers who served as a reception committee and 
hostesses. Representatives from the Pennsylvania, 
New Jersey, and West Virginia auxiliaries were 
also present. 
Leslie E. Daugherty, M.D., of Cumberland, 
president of the Medical and Chirurgical Faculty, 
presided over the meetings. 


JuLy, 1960 


Among the participants in this pioneer pro- 
gram were members of the American Medical 
Association, members of the clergy, various state 
representatives of committee on aging, United 
States Department of Labor, commissions on pub- 
lic affairs, state home demonstration groups, adult 
education, federal and state health departments, 
nursing homes, life insurance, and medical serv- 
ice personnel. 

The New Jersey Homemaker Services were a 
featured part of the program. This is a service 
to substitute in homes where the mother, or other 
person who serves as the homemaker, is in ca- 
pacitated. It is not a nursing service, but one de- 
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signed to pinch hit for the mother where chil- 
dren and home matters might otherwise be ne- 
glected. This service allows the family to stay 
together and permits the patient to remain at 
home instead of in a hospital. The public health 
agencies have been coordinated by the Medical 
Society of New Jersey to take care of the medical 
aspects of such cases. Many aged people are 
cared for under this program, thus making it 
possible for them to remain at home. A training 
course for those participating is offered at Rut- 
gers University. An hourly fee is paid to those 
who go in to the homes. 

Mrs. Rogers from Sibley Memorial Hospital, 
Washington, D. C., talked on rehabilitation of 
the aged in nursing homes. A training program 
of five to six weeks duration is required of all 
staff members. This idea has proven to be a diffi- 
cult one to sell to the patient and his family, 
but the results have been good. 

T. J. Danaher, M.D., of Connecticut, member 
of the American Medical Association Council of 
Medical Service, raised the question, “Are the 
needy a community responsibility ?”. The weight 
of this problem seems to have shifted from the 
individual to the taxation of the whole community. 
He suggested a community checklist of the serv- 
ices and help available right at home. 

In Maryland the level of care is geared to the 
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patient’s condition. The Medical Care Plan seems 
to work well for our ‘state. The patient may be 
seen by the doctor at home or in the office, and 
the doctor, the dentist and the pharmacist are 
paid a stipend for their services. This program 
is designed for the indigent, but they are per- 
mitted their own choice of physician. Of the pa- 
tients seen 71 per cent were over 65; 21 per 
cent of the services were in the counties and 34 
per cent in the city. 

The question of insurance was covered in de- 
tail. At present a small percentage of people over 
65 are covered by health and hospitalization in- 
surance. The ideal insurance setup would be 
some form of prepayment. 

Inflation is the underlying cause of the difficul- 
ties of this age group, and taxation prevents the 
individual from saving. 

Hospitalization insurance has existed for only 
about 20 years, and to date 72 per cent of the 
population are covered by some sort of policy. 
The coming years will show a great increase cf 
coverage of those reaching the age of 65; by 1965, 
85 per cent of the population will have the neces- 
sary insurance protection. 

Many handicaps are forced on the aged by s:- 
ciety, foremost of these being forced retirement 
regardless of the individual’s health and ability. 
Economic difficulties are second, with the inability 
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to save coupled with the shrinking value of the first and hardest in his own community, any 

dollar and the rising cost of living. problems on the care of the aging will be solved 
Dr. Orr, president of the American Medical nationally in direct proportion. 

Association, declared that if everyone will work 


Some people grow when given responsibility; others merely swell. 


RESOLUTIONS 


Medical and Chirurgical Faculty 


All resolutions to be presented to the House of Delegates at its 


meeting on Friday, September 16, 1960, must be in the Faculty Office. 
1211 Cathedral Street, Baltimore 1, no later than Friday, July 22, 1960. 


The Department of Otolaryngology, University of Illinois College of Medicine, — 
will conduct a postgraduate course in Laryngology and Bronchoesophagology from 
October 17 through October 29, 1960, under the direction of Paul H. Holinger, M.D. 

Registration will be limited to fifteen physicians, who will receive instruction by 
means of animal demonstrations and practice in bronchoscopy and esophagoscopy, 
diagnostic and surgical clinics, as well as didactic lectures. 

Interested registrants should write directly to the Department of Otolaryngology, 
University of Illinois College of Medicine, 1853 West Polk Street, Chicago 12, Illinois." 


NEW CATALOG OF MEDICAL, HEALTH FILMS AVAILABLE 


A revised list of films available from the 
AMA motion picture library has been pre- 
pared, and copies are available upon request. 
This new catalog lists 175 medical films suit- 
able for showing to medical societies, hospital 
staff meetings, medical students, and other 
scientific groups. In addition, there are 81 
health films of interest to physicians who may 
be called upon to speak before lay audiences. 

The film catalog is completely new in de- 
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sign, with such features as eye-ease typo- 
graphy, subject index, alphabetical listing of 
film titles, order blanks, and a system of color 
coding so that films for the laity and profes- 
sional audiences may be quickly identified. 
Copies may be obtained without charge by 
addressing your request to the American Med- — 
ical Association, Department of Medical Mo- 
tion Pictures and Television, 535 North Dear- 
born Street, Chicago 10, Illinois. 
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signed to pinch hit for the mother where chil- 
dren and home matters might otherwise be ne- 
glected. This service allows the family to stay 
together and permits the patient to remain at 
home instead of in a hospital. The public health 
agencies have been coordinated by the Medical 
Society of New Jersey to take care of the medical 
aspects of such cases. Many aged people are 
cared for under this program, thus making it 
possible for them to remain at home. A training 
course for those participating is offered at Rut- 
gers University. An hourly fee is paid to those 
who go in to the homes. 

Mrs. Rogers from Sibley Memorial Hospital, 
Washington, D. C., talked on rehabilitation of 
the aged in nursing homes. A training program 
of five to six weeks duration is required of all 
staff members. This idea has proven to be a diffi- 
cult one to sell to the patient and his family, 
but the results have been good. 

T. J. Danaher, M.D., of Connecticut, member 
of the American Medical Association Council of 
Medical Service, raised the question, “Are the 
needy a community responsibility ?”. The weight 
of this problem seems to have shifted from the 
individual to the taxation of the whole community. 
He suggested a community checklist of the serv- 
ices and help available right at home. 

In Maryland the level of care is geared to the 
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patient’s condition. The Medical Care Plan seems 
to work well for.our state. The patient may be 
seen by the doctor at home or in the office, and 
the doctor, the dentist and the pharmacist are 
paid a stipend for their services. This program 
is designed for the indigent, but they are per- 
mitted their own choice of physician. Of the pa- 
tients seen 71 per cent were over 65; 21 per 
cent of the services were in the counties and 34 
per cent in the city. 

The question of insurance was covered in de- 
tail. At present a small percentage of people over 
65 are covered by health and hospitalization in- 
surance. The ideal insurance setup would be 
some form of prepayment. 

Inflation is the underlying cause of the difficul- 
ties of this age group, and taxation prevents the 
individual from saving. 

Hospitalization insurance has existed for only 
about 20 years, and to date 72 per cent of the 
population are covered by some sort of policy. 
The coming years will show a great increase 0/ 
coverage of those reaching the age of 65; by 196°, 
85 per cént of the population will have the neces- 
sary insurance protection. 

Many handicaps are forced on the aged by sc- 
ciety, foremost of these being forced retiremen 
regardless of the individual’s health and ability. 
Economic difficulties are second, with the inabilit: 


MaryYLAND STATE MEDICAL JOURNAI. 


to save coupled with the shrinking value of the 
dollar and the rising cost of living. 

Dr. Orr, president of the American Medical 
Association, declared that if everyone will work 


first and hardest in his own community, any 
problems on the care of the aging will be solved 
nationally in direct proportion. 


Some people grow when given responsibility; others merely swell. 


RESOLUTIONS 


Medical and Chirurgical Faculty 


All resolutions to be presented to the House of Delegates at its 
meeting on Friday, September 16, 1960, must be in the Faculty Office, 
1211 Cathedral Street, Baltimore 1, no later than Friday, July 22, 1960. 


The Department of Otolaryngology, University of Illinois College of Medicine, 
will conduct a postgraduate course in Laryngology and Bronchoesophagology from 
October 17 through October 29, 1960, under the direction of Paul H. Holinger, M.D. 

Registration will be limited to fifteen physicians, who will receive instruction by 


means of animal demonstrations and practice in bronchoscopy and esophagoscopy, 


diagnostic and surgical clinics, as well as didactic lectures. 
Interested registrants should write directly to the Department of Otolaryngology, 
University of Minois College of Medicine, 1853 West Polk Street, Chicago 12, Iinois. 


NEW CATALOG OF MEDICAL, HEALTH FILMS AVAILABLE 


A revised list of films available from the 
AMA motion picture library has been pre- 
pared, and copies are available upon request. 
This new catalog lists 175 medical films suit- 
able for showing to medical societies, hospital 
staff meetings, medical students, and other 
scientific groups. In addition, there are 81 
health films of interest to physicians who may 
be called upon to speak before lay audiences. 

The film catalog is completely new in de- 
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sign, with such features as eye-ease typo- 
graphy, subject index, alphabetical listing of 
film titles, order blanks, and a system of color 
coding so that films for the laity and profes- 
sional audiences may be quickly identified. 
Copies may be obtained without charge by 


addressing your request to the American Med- — 


ical Association, Department of Medical Mo- 
tion Pictures and Television, 535 North Dear- 
born Street, Chicago 10, Illinois. 
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CALENDAR OF EVENTS 


&» Monday, August 8 < 


SACRED HEART HOSPITAL 
MEDICAL STAFF 


School of Nursing, 
Bellevue Street, Cumberland 


>» Tuesday, August 9 < 


MARYLAND SOCIETY ON ALCOHOLISM 


Officers and Executive Committee 
8:00 P.M. Council of Social Agencies, 
22 Light Street 


®» Wednesday, August 10 < 


MARYLAND SOCIETY FOR 
MENTALLY RETARDED CHILDREN 
GREATER BALTIMORE CHAPTER 


8:15 P.M., 2525 Kirk Avenue 


Scientific Exhibit 
AMA Clinical Meeting 


Application forms for space in the Scien- 
tific Exhibit at the Washington, D. C. Clinical 
Meeting of the American Medical Association, 
November 28 to December 1, are now avail- 
able. They may be procured by writing di- 
rectly to Charles H. Bramlitt, M.D., Director, 


Department of Scientific Assembly, American - 


Medical Association, 535 N. Dearborn Street, 
Chicago 10, Illinois. Applications close on 
August 1. 


The first Hull award will be presented at 
this meeting for the best exhibit on a scientific 
subject which has not been previously shown 
at a medical meeting. Thomas G. Hull, M.D., 
will personally present the award, which will 
be a gold medal and an honorarium of $250. 
The winning exhibit will be approved for 
showing in the Scientific Exhibit at the 1961 
Annual Meeting of the AMA, which will be 
held in New York City. ; 
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Book Reviews 


Drugs of Choice, 1960-61, Walter Modell, M.D., 
St. Louis, The C. V. Mosby Company. 

In this edition are eight new chapters dealing with vari- 
ous new drugs developed and not included previously. The 
total of contributors to this text now stands at 47. Sey- 
eral innovations have been made, not the least of whic! 
is an all-inclusive drug index, in preference to the separate 
specialized lists of drugs which followed the individu: 
chapters in the original book. 


Pediatric Neurosurgery, Ira J. Jackson, M.D., and 
Raymond K. Thompson, M.D., Springfield, Ili. 
Charles C. Thomas, Publisher, 1959. 

This book is dedicated to those physicians who care for 
neurologically ill patients. Twenty-four contributors 
throughout the country have made their points in the latest 
edition of this standard work. There is no question that this 
book has a place in every medical school library and 
certainly on the neurosurgeon’s reference shelf. 


Synopsis of Ophthalmology, William H. Havener, 
M.D., St. Louis, The C. V. Mosby Company, 1959. 
This book is designed to present the practical view- 
point of the practicing ophthalmologist to help physicians 
in the diagnosis and management of eye diseases. Seem- 
ingly trivial details may make the difference between a 
well-treated, functioning eye and visual tragedy. 


A Way of Life and Selected Writings of Sir Wil- 
liam Osler, New York, Dover Publications, 1959. 

This paperback book is worth reading, for it includes 
various works of Sir William Osler between the years 
1849 and 1919. Because of Sir Osler’s connection with the 
Medical and Chirurgical Faculty, every member of this 
organization should take the time to read it. It makes 
stimulating and interesting reading. 


Clinical Dermatology, Harry M. Robinson, Jr., 
M.D., Raymond C. V. Robinson, M.D., Baltimore, 
The Williams and Wilkins Company, 1959. 

This new text on clinical dermatology provides an o%~- 
portunity to welcome a monograph devoted to the clinic.l 
manifestations of skin disease and the underlying anatomic 
and pathologic alterations. It is ideally suited as a prim ’r 
in dermatologic diagnosis for the medical student; how- 
ever, the seasoned internist will also find much helpful 
information. 
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